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BLUE CROSS AND BLUE SHIELD 
IN OKLAHOMA 

Oklahoma physicians who have not visited 
the home office in Tulsa cannot fully ap- 
preciate the true significance of Blue Cross 
and Blue Shield in the service of the people. 
The magnitude of the agency through which 
these services are channeled and its spa- 
cious quarters fully occupied, buzzing with 
skillfully executed and well integrated ac- 
tivities are beyond the conception of any- 
one who has not visited the agency and 
studied its operations. 

The wonder grows when the observer re- 
calls that Blue Cross with a membership of 
more than 350 thousand was first placed in 
operation in 1940, and that Blue Shield with 
a membership of over 200 thousand was 
placed in operation as late as 1945. With 
these figures in mind, it is not surprising 
to find the departmentalized organization 
with 152 employes on the payroll exhibiting 
many diversified skills including the opera- 
tion of complicated time saving machines 
grinding out astounding computations with 
incomprehensible rapidity. 

Fearing that this brief statement 
reference to a five or six million dollar busi- 
ness might arouse some concern in uninform- 
ed minds as to the methods ond costs in ob- 
taining such an extended and complicated 
operation it seems expedient to say that the 
management on a 


with 


evidence of 
high level of economic efficiency is the fact 
that the operating costs represent only nine 
per cent of the total income. This low cost 
takes on added emphasis when we consider 
that in contrast to many other states, Okla- 
homa’s population is approximately 80 per 
cent rural, thus increasing the cost of en- 
rolment. 

Space will not permit adequate discussion 
of the intricate problems arising in connec- 
tion with the multiple plans with varying 
benefits and dues, the constant shifting of 
employers and employes, changing addresses 
and relationships including the ever recur- 
ring alterations in the modern family pat- 
tern. Suffice it to that herein the ad- 
ministrator finds many headaches. 

This rather haphazard but nevertheless 
revealing statement with reference to this 


best good 


Say 


important agency and a few of its adminis- 
trative problems is being presented with the 
hope of bringing about a better understand- 
ing between the home office and the 132 
member hospitals and the 1800 Oklahoma 
physicians responsible for the common- 
wealth’s medical care. 

The successful functioning of this impor- 
tant organization in behalf of the public and 
possibly it may be said in the defense of the 
medical profession, is wholly dependent upon 
the cooperation of the hospitals and the 
medical profession. This is of increasing 
importance because of the shifting socio-eco- 
nomic conditions, dangerous political philos- 
ophies and the resulting instability of the 
mass psychology toward medical care and 
hospitalization. 

In the minds of many physicians this co- 
operation is taken for granted and no at- 
tempt is being made to meet the dangerous 
attitudes and trends referred to above. 

To enlarge briefly upon this situation, at- 
tention is called to the fact that in the past 
decade the hospital admission rate has 
jumped from 105 per 1,000 members to 169. 
This in spite of improved therapy and in- 
creased safety at home. This increase cannot 
be due to increasing illness but rather to a 
change in attitude. The attending physician, 
rather than the mere existence of the Blue 
Cross provision, should determine the ques- 
tion of hospitalization. Here is a professional 
responsibility which must be conscientiousl) 
dealt with. The home office can do nothing 
about this problem. 

The same may be 
stay in the hospital. There is a great temp- 
tation on the part of the patient to remain 
in the hospital after the physician thinks it 
is safe to continue convalescence in the home. 
It is not uncommon for housewives or board- 
ers to say, “there is nobody at home to take 
care of me, please let me remain in the hos- 
pital a few days longer.”’ Yielding to such 
an appeal is unfair to both the hospital and 
the insurance agency and if allowed to go 
unchecked, will ultimately defeat the pur- 
poses of the Blue Cross. 

The administration may also be burdened 
with difficult costs through the indiscrim- 
inate employment of expensive laboratory 
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tests and high priced new drugs. Careful 
bedside diagnostic studies and the employ- 
ment of discriminating judgment may ma- 
terially cut these costs. The attending phy- 
sician owes this to his patients, to say noth- 
ing of the agency under consideration. 


It has been said that medicine and_ poli- 
tics do not mix but the modern tendency to 
mix medicine and money is opening the 
way for political intrusion. The good repu- 
tation and financial integrity of Blue Shield 
is being threatened by certain physicians 
who find it easy to believe that through the 
help of Blue Shield they can make the total 
fee for services appreciably larger than if 
the patient were not fortified by this aid 
which has been purchased in anticipation of 
just such an emergency. This manifestation 
of fear and need on the part of the patient, 
suggests the advisability of a smaller rather 
than a larger, fee. To clarify this argument, 
an operation which under ordinary circum- 
stances justifies a fee of $150 does not war- 
rant a boost to $200 because Blue Shield 
stands ready to pay $100. Here is something 
for all surgeons to contemplate. General 
practitioners, internists and surgeons and 
the hospitals have cooperated with the pub- 
lic in bringing about voluntary health in- 
surance in behalf of the people faced with 
the exigencies of a changing world. Ob 
viously it is the duty of these groups to pro- 
tect these services from the destructive in- 
fluences of crass materialism. If this is not 
done, the widening breach will prepare the 
way for government control. 


MARK TWAIN AND OUR GOVERNMENT 


The fact that these lines) from Mark 
Twain's “In Eruption” were written long 
ago makes them the more remarkable. It 
is the writer’s belief that they are well 
worth the space required to pass them on 
to the readers of The Journal. 


“The human race is up to its old tricks. 
Circumstances change but human nature 
remains the same. The government passes 
out deadly gifts under the guise of benefits; 
we fall and soon we fail as did Rome, Egypt, 
and Babylon. Our liberties are bought and 


sold.” 


The following sad but true comment comes 
from the same author’s cornpone opinions: 


“You tell me whor a man gits his corn- 
pone and I'll tell what his pinions is.” 


Januar Ny 


RANDOM REMARKS ON THE 
CHRONICALLY ILL AND THE 
CHRONOLOGICALLY SENILE 

These two groups merge significantly at 
that unjust, enigmatic, retirment age. It 
may profit us to ponder the fact that much 
of the world’s important work is done by 
the chronically ill and that a considerable 
degree of the world’s constructive thinking 
is evolved in the minds of men who have 
passed the accepted retirement age. When 
Ralph Waldo Emerson said, “Give me 
health and a day and I will make the pomp 
of emperors ridiculous,” he did not know 
he would surpass the pomp of emperors 
without ever having a healthy day. 

The present interest in the chronically ill 
is worthy of our best efforts but it will 
help put many people across the retirement 
age line who otherwise might have fallen 
by the wayside. This fact coupled with a 
high birth rate, the saving of life in infancy 
and the fostering of health in adolescence 
is posing an old age population problem 
which must have serious consideration. This 
takes on added significance when we con- 
sider continued soil depletion and the re- 
sulting limitations in the production of food 
and other necessities of life. 

This ever-increasing population with the 
productive span of life being limited — by 
child labor laws at one end and the senseless 
chronological age retirement at the other, 
places a heavy strain on the productive age 
group. Even the mechanization of labor and 
industry cannot wholly counteract this bun 
den. 

Apparently little attention has been given 
to the fact that since the retirement age was 
fixed, longevity has increased 18 or 20 years 
What are people who are now relativels 
voung after reaching the retirement age 
going to do with 20 added years on thei) 
hands? Now that we live so much longer 
with more protection against chronic illness 
the time of retirment should be reconsidered 
and it should be based upon biological in- 
stead of chronological age. Should not the 
medical profession insist that something be 
done for the chronically idle while planning a 
program for the chronically ill. Employment 
for the idle will help hold down the popula- 
tion of the ill. Enforced idleness is devas- 
tating to both soul and body and subsidy 
for those who are able to work is only a sop 
that insults the highminded, intrigues the 
indolent and cures nothing. Good citizens 
want soul security not social security. They 
want social satisfactions with self respect. 
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SOME PITFALLS IN THE DIAGNOSIS AND TREATMENT 
OF CARCINOMA OF THE CERVIX 


JOHN S. Bous.oc, M.D. 
DENVER, COLORADO 


The pitfalls referred to in the title belong 
in several categories. They are pitfalls which 
result from: 

1. Errors in examination and diagnosis. 

2. Incorrect or inadequate therapy. 

3. Lack of cooperation between radiolo- 
gist and referring or attending physician, 
or between radiologist and patient. 

1. Overlooked or delayed reactions and 
lesions. 

There are probably many more, but | 
mention these only because I have encoun- 
tered them In my practice. 

The successful treatment of cancer of the 
uterine cervix has always presented a chal- 
lenge. Except for cancer of the breast, the 
most common malignant tumors for which 
women consult their physicians are carci- 
nomas of the cervix. 

As with cancer anywhere in the body, 
when the lesion is discovered early, while 
still localized to the original focus, cure is 
possible. With our present ideas of combat- 
ing cancer, an attack on the local growth 
by destructive methods such as surgery and 
irradiation, with the least possible damage 
lo surrounding tissues, offers the best hope 
of cure. Therefore, the challenge is for the 
early discovery of cancer. 

The most important single measure which 
can be taken by a woman anxious to pro- 
tect herself from cancer is a complete 
gynecological examination at periodic inter- 
vals, preferably no longer than six months. 
This statement seems trite, since it has been 
accepted and publicized by everyone actively 
interested in cancer educational campaigns, 
especially the American Cancer Society. The 
question arises as to what constitutes an 
adequate examination of a woman who is 
intelligent enough to present herself for an 
examination ? 

Is it sufficient to secure a_ history § and 
make a gynecological examination of the 
traditional type; that is, including careful 
inspection and palpation of the breast and 
abdomen, examination for enlarged glands, 
inspection of external genitals, careful bi- 
manual palpation of the internal genitals 
and especially meticulous inspection of the 


*resente before the Section oO Su er at the Ant 


cervix in the best possible light? Any prac- 
tising physician who considers less than this 
to be an adequate examination of the cervix 
is derelict in his full duty to the woman who 
presents herself for examination. 

Such an examination will reveal the pres- 
ence of a tumor in any of the pelvic organs 
or in the breast and reveal evidence of any 
metastasis, unless it is so small as to be 
both impalpable and invisible. The purpose 
of periodic examination is not only the de- 
tection of very early clinical cancer but 
also the discovery of preinvasive stages. 

We all know, early cases are the ones 
with a high survival rate. In order to in- 
stitute early treatment of such cases, it Is 
necessary to be constantly on the lookout 
for them. Haste in examination and diag- 
nosis is the first pitfall to be avoided. One 
must never hurry through the examination 
as often the early lesion will be overlooked 
in that manner. Also the cervix is advan- 
tageously situated for observation, palpation, 
and the obtaining of a biopsy specimen wit! 
relative ease. Any woman with leukorrhea 
should have a thorough pelvic examination. 
any patient with 


Any ulcerated cervix, 0 
persistent cervicitis warrants examination 
by biopsy. No suspicious lesion of the cervix 
should be observed for any length of time 
without taking a biopsy specimen. 

Reading the literature on the subject gives 
the impression that carcinoma of the cervix 
is especially prevalent in women in or near 
the menopause, but one should not rely on 
this. | have seen too many cases in young 
women. Although the majority of the cases 
do occur during the menopause, carcinoma 
of the cervix is not limited to that age, and 
unfortunately, menopause is too often a 
mask for many early cases of carcinoma. 

Statistics prove that the average age for 
carcinoma of the cervix is 49 years, but | 
have seen it as early as 21 and as late as 
86 years of age. Therefore, do not be misled 
by the age of the patient whatever it is. 
However, let me emphasize again, the point 
that the vast majority occur about the time 
of the menopause, and often a woman at- 
tributes her symptoms to normal menopausal 
changes and consequently puts off seeking 
medical advice and examination until the 
growth has made marked progress. 
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The earliest symptom may be serous dis- 
charge which occurs before spotting. Spot- 
ting and bleeding are the symptoms most 
frequently described, but they come later 
and persist until the disease is well estab- 
lished and has spread beyond the cervix 
itself. Hemorrhage, pain and odor are late 
symptoms. (Fig. 1) In spite of the efforts 
of the American Cancer Society to dissemi- 
nate information to both medical and lay 
public to publicize the need of early detec- 
tion of cancer, most patients who come for 
examination have symptoms of from three 
to 24 months duration. 

It is unfortunate that when some women 
consult their physicians because of 
sive bleeding, they are told to return 


exces- 
for 


examination after ihe bleeding has ceased. 
If the bleeding continues two or three weeks 
longer, the time of diagnosis has been un- 
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duly delayed. I have seen cases where the 
delay was three months because the patient 
continued to spot. The unwillingness of the 
physician to perform pelvic examination dur- 
ing menstruation not warrant his 
postponing for several weeks an examina- 
tion that may reveal a malignant tumor, 
and thus reduce the patient’s chances fo 
cure. 


does 


ETIOLOGY 

There are no conclusive etiological data. 
However, the well-informed physician who 
has his patient’s welfare at heart will be 
aware of certain points. Mention should be 
made of the following: 

Significance has been attached to the ob- 
servation that while only 70 per cent of 
women bear children, this group provides 


98 per cent of those who have cancer of 
the uterine cervix. 
Fix / 
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The effort at repair of lacerations, ero- 
sions and infections is thought to stimulate 
the cervical epithelium, particularly where 
the columnar cells found in the endocervix 
meet the squamous type of the portio vagi- 
nalis. The frequent hyperplasia of either 
type of epithelium in this area is considered 
as proof that this is a point of instability. 


DIAGNOSIS 

Since early carcinoma of the cervix is 
symptomless, we must rely upon periodic 
pelvic examinations to reveal the very early 
lesion. We must look for the early change 
in the cells of the cervix. The visualization 
must be performed with the best light. For 
this purpose I have found my intravaginal 
treatment cones are especially useful. By 
this method, the cervix is best portrayed 
with the least trauma. One can use magnifi- 
cation on a lesion by means of the colpo- 
scope as described by Henselman, or Vagina- 
lite as made by Cameron. These instruments 
magnify the cervix 10 to 20 times and en- 
able one to study the proper site for the 
biopsy. 

In the early stage there is an area of 
atypical epithelium. This epithelium lacks 
glycogen, which is present in large amounts 
in normal epithelium. Therefore, — this 
atypical epithelium will not react to iodine. 
By painting the cervix with an aqueous so- 
lution (Schiller’s test) only the normal tis- 
sue accepts the solution and stains a deep 
brown, and the atypical areas remain un- 
changed. The areas that do not take the 
brown stain, however, are not necessarily 
malignant but should be biopsied for defi- 
nite diagnosis. I believe that a biopsy of all 
cervices With nonstaining squamous. epi- 
thelium should be mandatory in spite of the 
fact that over 90 per cent of positive Schil- 
only poroleukokera- 


ler test cervices show 


toses or other benign lesions. 
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Papanicolaou, | 
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method. The smear from the vaginal pool 
gives an over-all picture of cells desquamat 
ed from the entire uterine tract le. Vi 


cervix, endometrium and occasiona 


pina, 


the tulbx \ negative sme doe no 


JOURNAL OF THE OKLAHOMA STATE MEpICAL ASSOCIATION > 


pitfall for either the surgeon or the radiolo- 
gist. In other words, a simple inspection of 
the cervix with even removal of the sus- 
picious area is not sufficient. An examina- 
tion of the cervical canal should always be 
made in the early stages of cancer of the 
cervix to rule out extension. In the later 
stages, it may be necessary to currette the 
uterine cavity in order to determine the 
extent of the malignancy. 

Another method for the examination of 
the cervix and the uterus is the lipiodol in- 
jection followed by a roentgenogram of the 
cervical canal or an extension of the car- 
cinoma into the uterine cavity. It always 
will aid in localizing the exact area to be 
curretted for biopsy. (Fig. 2) 

The urinary tract should be investigated 
before instituting irradiation therapy in 
order to know if there is any lesion of the 
kidneys or ureters. It may aid in determin- 
ing if Also, it is 
important to check after therapy to deter- 
mine if the fibrosis from healing is produc- 
ing any effects on the ureters. In advanced 
cases there may be marked involvement of 
the ureters producing obstruction and 
hydronephrosis. (Fig. 3) This is important 
in the care of these cases. 


metastasis has occurred. 


By these various means one can make an 
early diagnosis of cancer in the pre-invasive 
stage when it is still well limited and cur- 
able. 

There are biologic characteristics 
which may failure of 
radiation therapy in carcinoma of the cer- 
vix. They may be more important in many 
instances than the histological grading of 
the tumors as far as the ultimate outcome 


some 


affect the success or 


Is concerned. These are characteristics 
which have to do with the state of the nor- 
mal tissue surrounding the carcinoma; that 


tissue is known as the tumor-bed. 


In each case, | think we should answe! 
the following: 
l Is the ( nee Cle \ en 
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Fig. 1 Fig 2 








The earliest symptom may be serous dis- 
charge which occurs before spotting. Spot- 
ting and bleeding are the symptoms most 
frequently described, but they come later 
and persist until the disease is well estab- 
lished and has spread beyond the cervix 
itself. Hemorrhage, pain and odor are late 
symptoms. (Fig. 1) In spite of the efforts 
of the American Cancer Society to dissemi- 
nate information to both medical and lay 
public to publicize the need of early detec- 
tion of cancer, most patients who come for 
examination have symptoms of from three 
to 24 months duration. 

It is unfortunate that when some women 
consult their physicians because of exces- 
sive bleeding, they are told to return for 
examination after the bleeding has ceased. 
If the bleeding continues two or three weeks 
longer, the time of diagnosis has been un- 
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duly delayed. I have seen cases where the 
delay was three months because the patient 
continued to spot. The unwillingness of the 
physician to perform pelvic examination dur- 
ing menstruation not warrant his 
postponing for several weeks an examina- 
tion that may reveal a malignant tumor, 
and thus reduce the patient’s chances for 
cure. 


does 


ETIOLOGY 

There are no conclusive etiological data. 
However, the well-informed physician who 
has his patient’s welfare at heart will be 
aware of certain points. Mention should be 
made of the following: 

Significance has been attached to the ob- 
servation that while only 70 per cent of 
women bear children, this group provides 


98 per cent of those who have cancer ol 
the uterine cervix. 
Fig. I 
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Fia. 5. Borderline case o carcinoma of the cervir. One-half of the cervi is 7 olved and the parace r f 
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Fig. 6. Advanced stage of ce cal cancer with firation of uterus from broad liqament ertension, invasio 

ectum and bladde and metastases in the regional lymph nodes and sometimes in distant oraa 

Fig. More advanced stage of cervical cancer with beginning broad ligament extension, impeded mobility of tie 
uterus and, in some instances, lymph node involvement. all photoqraphs courtesy of Schmitz, Hl.; Sura. Gy 
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The effort at repair of lacerations, ero- 
sions and infections is thought to stimulate 
the cervical epithelium, particularly where 
the columnar cells found in the endocervix 
meet the squamous type of the portio vagi- 
nalis. The frequent hyperplasia of either 
type of epithelium in this area is considered 
as proof that this is a point of instability. 


DIAGNOSIS 

Since early carcinoma of the cervix is 
symptomless, we must rely upon periodic 
pelvic examinations to reveal the very early 
lesion. We must look for the early change 
in the cells of the cervix. The visualization 
must be performed with the best light. For 
this purpose I have found my intravaginal 
treatment cones are especially useful. By 
this method, the cervix is best portrayed 
with the least trauma. One can use magnifi- 
cation on a lesion by means of the colpo- 
scope as described by Henselman, or Vagina- 
lite as made by Cameron. These instruments 
magnify the cervix 10 to 20 times and en- 
able one to study the proper site for the 
biopsy. 

In the early stage there is an area of 
atypical epithelium. This epithelium lacks 
glycogen, which is present in large amounts 
in normal epithelium. Therefore, _ this 
atypical epithelium will not react to iodine. 
By painting the cervix with an aqueous so- 
lution (Schiller’s test) only the normal tis- 
sue accepts the solution and stains a deep 
brown, and the atypical areas remain un- 
changed. The areas that do not take the 
brown stain, however, are not necessarily 
malignant but should be biopsied for defi- 
nite diagnosis. I believe that a biopsy of all 
cervices with nonstaining squamous. epi- 
thelium should be mandatory in spite of the 
fact that over 90 per cent of positive Schil- 
ler test cervices show only poroleukokera- 
toses or other benign lesions. 

There is also now the vaginal smear ex- 
amination as developed by Papanicolaou. I 
have had very little experience with this 
method. The smear from the vaginal pool 
gives an over-all picture of cells desquamat- 
ed from the entire uterine tract — i.e. va- 
gina, cervix, endometrium and occasionally 
the tube. A negative smear does not rule 
out an early lesion, but a positive smear 
should point the way for verification of the 
diagnosis by biopsy before surgery or radia- 
tion therapy is decided upon. 

Cancer of the lips of the cervix has a 
great tendency to spread upward along the 
cervical canal and often constitutes a later 
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pitfall for either the surgeon or the radiolo- 
gist. In other words, a simple inspection of 
the cervix with even removal of the sus- 
picious area is not sufficient. An examina- 
tion of the cervical canal should always be 
made in the early stages of cancer of the 
cervix to rule out extension. In the later 
stages, it may be necessary to currette the 
uterine cavity in order to determine the 
extent of the malignancy. 

Another method for the examination of 
the cervix and the uterus is the lipiodol in- 
jection followed by a roentgenogram of the 
cervical canal or an extension of the car- 
cinoma into the uterine cavity. It always 
will aid in localizing the exact area to be 
curretted for biopsy. (Fig. 2) 

The urinary tract should be investigated 
before instituting irradiation therapy in 
order to know if there is any lesion of the 
kidneys or ureters. It may aid in determin- 
ing if metastasis has occurred. Also, it is 
important to check after therapy to deter- 
mine if the fibrosis from healing is produc- 
ing any effects on the ureters. In advanced 
cases there may be marked involvement of 
the ureters producing obstruction and 
hydronephrosis. (Fig. 3) This is important 
in the care of these cases. 

By these various means one can make an 
early diagnosis of cancer in the pre-invasive 
stage when it is still well limited and cur- 
able. 

There are biologic characteristics 
which may affect the success or failure of 
radiation therapy in carcinoma of the cer- 
vix. They may be more important in many 
instances than the histological grading of 
the tumors as far as the ultimate outcome 


some 


is concerned. These are characteristics 
which have to do with the state of the nor- 
mal tissue surrounding the carcinoma; that 
tissue is known as the tumor-bed. 

In each case, | think we should answer 
the following: 

1. Is the cancer clearly localized? 

A doubt exist as to the absolute 
localization ? 

3. Are the parametria or 
nodes mvolved and are the invaded struc- 


tures mobile or fixed? 


Does 


regional lymph 


1. Have metastases or extensions occurred 
to bladder, vagina or rectum? 

5. Have distant metastases taken place? 

The answers to these five questions per- 
mit a clinical grouping of these lesions of 
the cervix. 
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Thus we may classify carcinoma of the 
cervix on the basis of gross growth char- 
acteristics as one of three types: 

1. The everting lesions. 

2. The cratered lesions. 

3. Infiltrating lesions. 


The everting lesions or cauliflower 
growths are most often successfully treated 
by irradiation. In such cases, although there 
may be profuse discharge and infection, the 
tumor is usually walled off to some extent 
by the tumor bed, and the irradiation effect 
is one of further delineation and interference 
with the vascular supply to the growing 
tumor. 

The cratered lesions probably represent 
advanced stages of the everting types and 
they, too, may be successfully controlled by 
radiation treatment unless intervening in- 
fection has disturbed the defensive mecha- 
nism of the tumor-bed. 

The infiltrating lesions, on the other hand, 
are the hardest to treat successfully. Here, 
by the characteristics of the tumor growth 
itself, the tissue defense is upset. As this 
type of tumor infiltrates along the tissue 
planes, there are repeated attempts on the 
part of the normal structures to wall it off. 
This results in extensive disorderly fibrosis 
and the subsequent irradiation effect is nul- 
lified to a certain extent because the tumor 
has already adapted itself to this difficult 
environment. 

In 1937 at the “League of Nations” a 
clinical classification for the degree of dis- 
ease in carcinoma of the cervix was estab- 
lished. Although this classification is a clin- 
ical one and not exact in many ways, it is 
a very useful one. By it one is able to clas- 
sify cases as to the extent of disease before 
therapy is begun. Then, too, it offers a good 
index for prognosis, and also regulates the 
kind and type of therapy best suited to the 
individual case. 

In 1931, Dr. Henry Schmitz gave me his 
classification which appeared in “Surgery, 
Gynecology and Obstetrics” in November, 
1930, and which shows the various stages 
of involvement. I have continued to use this 
classification rather than change to that of 
the League of Nations, which is similar. 

CLINICAL GROUP I: The cancer is 

clearly localized. The growth not larger 

than 1 cm. in diameter may be said to 
be clearly localized. The uterus is freely 
mobile. The form and consistency are 
normal. Do not be satisfied with visual- 
ization of this lesion. The lips of the 
cervix must be separated and one must 
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determine how far this lesion may ex- 
tend along the cervical canal as it may 
be Group II. (Fig. 4) 
CLINICAL GROUP II: The tumor is 
about 2 or 3 cm in diameter. The uterus 
is freely movable. Palpation elicits an 
area of infiltration or nodulation in the 
walls accompanied by a corresponding 
increase in size of the body. In these 
cases one may have to do a currettement 
or lipiodol injection to determine if 
there is extension into the body of the 
uterus. Also, there may be extension 
into the lymphatics. (Fig. 5) 
CLINICAL GROUP III: The tumor in- 
vades about one-half of the body. The 
size is perceptibly increased and irregu- 
lar. The consistency is firmer than nor- 
mal, especially within the planes of the 
growth. Subserous nodes are felt plain- 
ly. The mobility of the uterus is de- 
creased, the inguinal or hypogastric 
lvmph nodes may be enlarged but are 
movable. (Fig. 6) 
CLINICAL GROUP IV: Comprises the 
totally carcinomatous uterus with in- 
vasion of the adjacent structures, 
especially the parametria and lymph 
nodes. There is fixation of the tumor 
mass and the metastases. Fixation is 
always characteristic of advanced and 
terminal cancers. (Fig. 7) This is 
frozen pelvis and there may be metas- 
tases to some other parts of the body. 
TREATMENT 
The one biological characteristic of cervi- 
cal cancer that perhaps has the greatest 
effect on the ultimate outcome of radiation 
therapy is the gross extent of the lesion. 
When the tumor does not break out of its 
surrounding wall of fibrosis, it usually 
spreads by continuity and lymphatic exten- 
sion into the vaginal fornices, along the 
bases of the parametria and through the 
lymphatic channels to the hypogastric, iliac 
and aortic nodes. The cervix, uterus and 
vagina are permeated with many lymphatic 
channels and intercommunications. There 
are also drainage routes to the iliac glands 
from the inner vaginal wall. The chief ob- 
stacle to cure is the difficulty of sterilizing 
involved lymph nodes in the sides of the 
pelvis. These nodes are located several centi- 
meters from the cervix. The nodes usually 
involved first are the primary nodes: the 
hypogastric, the obturator nodes at the bi- 
furecation of the common iliac vessels, the 
external iliac chain and the ureteral nodes. 
The secondary nodes, usually involved later, 





Janu 


are 
vess 
the 
Bon 
in 4 
for 
l 
invé 
rect 
thei 
tive 
tair 
ma) 
var 
Ss 
car 
by 
mat 
tific 
has 
sele 
wit 
and 
giv 
and 
tak 
see) 
rep 
of t 
sho 
] b 
30 
inv 
7 
wit 
Op] 
is 
eas 


sta: 





Fia 
Fig 
Fig 


1951 








January, 1951 


are those in relation to the common iliac 
vessels, the middle and lateral sacrals and 
the aortic chain. (Fig. 8) Berkeley and 
Bonhey' found involvement of lymph nodes 
in 40 per cent of their patients operated on 
for supposedly early carcinoma of the cervix. 

Unfortunately, detection of lymph node 
involvement is extremely difficult. Pelvic and 
rectal examinations yield an indication of 
their presence, but the findings are not posi- 
tive. A normal size lymph node may con- 
tain malignant cells and an enlarged node 
may not. The cancer may metastasize to 
various parts of the body. .(Fig. 9) 

Since the discovery of x-ray and radium, 
carcinoma of the cervix has been treated 
by these agents. With the improved therapy 
machines, irradiation has been more scien- 
tific than the empirical method. Surgery 
has been attempted for cure, mostly in the 
selected Stage I cases. I have no quarrel 
with the surgeon who removes the cervix 
and uterus in this stage of involvement. It 
gives an opportunity to examine the uterus 
and cervix to see if we have made a mis- 
take in the approach of the case. I have 
seen several cases in which the pathologist’s 
report on the biopsy was carcinoma in situ 
of the cervix, but examination after removal 
showed it had involved the lymph glands. 
I believe that in early Stage I lesions 20 to 
30 per cent of the cases have lymph node 
involvement. 

The main reason that so many patients 
with cancer of the cervix are denied the 
opportunity of radical surgical extirpation 
is that the insidious character of the dis- 
ease usually prevents diagnosis in an early 
stage. Also, in some patients when the diag- 
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nosis is made early, obesity, hypertension, 
diabetes or other disorders may enhance the 
risk of such a radical operation. 

The involvement of pelvic lymph nodes, 
not the primary carcinoma, is our main con- 
cern in cancer of the cervix. After thorough 
irradiation, in certain selected cases, iliac 
lymphadenectomy should be a curative pro- 
cedure with little risk. The results. will 
undoubtedly teach us much regarding the 
effects of irradiation. With proper irradia- 
tion of the tumor cells, radiation treatment 
is the method of choice at the present time. 
Each case must be approached with the 
same care and handling as that for any ma- 
jor operation. Radium and roentgen treat- 
ment have achieved many cures when care- 
fully planned, radiotherapeutic judgment 
has been applied to each individual case. 
Here again are many pitfalls and hazards. 
Ninety per cent of the cancer may be easily 
destroyed ; however, cure depends upon total 
destruction with the least possible harm to 
the surrounding tissues. Too little treatment 
leaves viable cancer cells which acquire a 
resistance to further irradiation. Excessive 
damage destroys normal tissue with painful, 
slow healing injuries to rectum and bladder. 
Also, a few cancers prove resistant to 
irradiation from the start, and at present 
the cause of this resistance is unknown. 

Several years ago, my routine was to 
apply radium first, and then give roentgen 
irradiation, but a biopsy sent to Dr. 
Phillip Hillkowitz elicited a call from him 
to show me cancer cells in the lymphatics. 
(Fig. 10) I realized that by dilating the 
cervix before external irradiation I increas- 
ed the chances for lymphatic spread. By 





Fig. 8. Diagram showing the various lymph nodes (after drawing distributed by Ciba.) 
Fig. 9. Chart illustrating possible distant metastases from cervical carcinoma, 
Fig. 10. Microphotograph of biopsy specimen taken from.a cervix showing carcinomatous cells in the lymph channel. 
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changing my technic, I obtained better re- External irradiation directed into the ficiz 
sults. Now my usual theraupeutic plan in pelvis from four to six portals is applied to catl 
all stages is to use as many different treat- control the disease in the parametrial tis- met 
ment portals as possible with x-ray and sues and pelvic lymph node area. In itself, the 
later apply the radium for more intensive however, it usually does not deliver a tumor- VW 
treatment of the local lesion. In this manner, icidal dose in these areas, but with a sup- nal 
the regression can start from the periphery plemental dose through intravaginal por- tum 
and move inward, infection can be better tals and radium a destructive amount can uter 
controlled, and the subsequent radium im- be delivered. Skin reactions limit the dose nod 
plantation can be more effective. applied through the external ports. There- the 
Infection is a factor which is often over- fore, | use the intravaginal cone therapy irra 
looked in the beginning of treatment. to augment the external and radium therapy. to 1 
Usually there is infection associated with I use five external portals. I do not use the hav 
malignant tumors. The bacterial flora is lateral portals as I do not think the in- T 
mixed, but the chief offender is usually the creased dosage is sufficient to be of any spe- duri 
anaerobic streptococcus. Often there is a cial value. By the intravaginal method, the is a 
vicious cycle of infection, slough, hemor- dosage can be calculated accurately, the mat 
rhage and lowered resistance. This yields to complications of therapy can be rendered hyg’ 
further spread of infection. Packing a less severe, and higher doses can be deliver- inst: 
hemorrhage impedes drainage and_ stimu- ed to deep structures in the pelvis. cour 
lates this cycle. Although sulfonamides and The only effective way to avoid over- blan 
antibiotics can be used systemically and dosage is to individualize patients under- soda 
locally to aid in the control of infection by going treatment and vary exposures to be 
inhibiting secondary invaders, they are not their responses. It is essential to try to pre- peat 
effective in controlling anaerobic organisms. vent overexposures because the resulting peri 
Infection retards and can prevent the heal- irreparable injury to the normal tissue sur- turb 
ing of cancerous lesions; therefore, the pa- rounding the primary tumor may be more inst: 
tient must receive proper care in radiation disastrous than the tumor itself. swe 
treatment just as in surgery. We all know With the vaginal cones for the treatment ale 
that immediate reactions are greater and of carcinoma of the cervix, it is possible to sma 
more frequent in anemic patients. There- focus the lesion directly in the center of the the 
fore, the patient’s general condition must x-ray beam. Cones are of varying size from side 
be considered. It is usually necessary to 2.5 to 3.5 centimeters in diameter and I use mus 
build resistance by a high protein diet and the largest one that can be inserted into the S1 
transfusions. While the patient is being vagina. (Fig. 11) With the obturator they by t 
built up, the external irradiation can be are easily inserted and can be adjusted to nate 
started. It is relatively easy to deliver the the individual pelvis and lesion. When in gist 
necessary irradiation to the cervix and place, the cone position is checked with a tient 
adjacent tissues with radium or x-ray alone, light to insure the exact position and local- Ox 
but the problem is to deiiver a tumoricidal ization of the x-ray beam. Also, it is pos- that 
dose to the lymph nodes in the lateral pelvic sible to direct the cones at a 30 or 40 degree and 
walls. Any method that will do this without angle toward each pelvic wall to the area thre: 
causing severe or permanent complications is of the lymph node nests. The x-ray beam treat 
good therapy. can be adjusted to promote a deep or super- caus 
TI 
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Fig. 11-A, Assortment of cylinders, oblurators, adaptors, and the eye piece used in intra-vaginal radiation. 

Fig. 11-B. The cylinder, eye piece and air compressor, assembled, 

Fig. 12. Medium sagettal section of the female pelvic region (from a Leipzig model from nature (His) from Atlas 
of Topographic and applied Anatomy. Schultze - Stewart, W. B. Saunders and 
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ficial penetration depending upon the lo- 
cation and extent of the disease. By this 
method, the doses can be controlled to get 
the desired reaction in each individual case. 

With external irradiation and intravagi- 
nal cones, it is readily possible to deliver a 
tumoricidal dose of x-ray to the cervix, 
uterus, and, most important, to the lymph 
node areas. Thus, a tandem of radium into 
the uterine canal should deliver sufficient 
irradiation to eradicate any lesion amenable 
to irradiation therapy. My associates and | 
have reported our method in detail. 

These cases must have medical supervision 
during their radiation therapy. If the patient 
is anemic the anemia, or any other syste- 
matic condition, must be treated. Vaginal 
hygiene in the form of douches should be 
instituted and continued daily during the 
course of therapy. Douching should be with 
bland solutions only, such as bicarbonate of 
soda, saline or boric acid. Transfusions may 
be required for patients who have had re- 
peated hemorrhages. Some patients ex- 
perience a more or less severe gastric dis- 
turbance following x-ray therapy. In many 
instances this may be avoided by drinking 
sweetened lemonade or grapefruit, or ginger 
ale before or after treatments. In others, 
small doses of soda bicarbonate will relieve 
the nausea, or eating candy containing con- 
siderable glucose. In severe cases glucose 
must be administered intravenously. 

Supportive medication may be obtained 
by the use of vitamins and calcium gluco- 
nate. This is the point at which the radiolo- 
gist needs the cooperation of both the pa- 
tient and her attending physician. 

Occasionally, there is a delayed reaction, 
that is, an ulceration, increased discharge 
and occasionally some bloody mucus about 
three months after treatment, but local 
treatment will control this condition and 
cause it to subside. 

There are certain special instances of 
cervical carcinoma which must be consider- 
ed. First of these are cervical lesions de- 
veloping after hysterectomy. I believe a 
lesion developing within two years after 
hysterectomy means that the lesion was pres- 
ent at the time of surgery. These lesions 
are more difficult to treat. In cases develop- 
ing cancer of the cervix following supra- 
cervical hysterectomy irradiation has to be 
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varied because often it is impossible to in- 
sert radium into the cervical canal. The 
proximity of the intestines to the stump of 
the cervix interferes with the dosage by 
radium and intravaginal roentgen irradia- 
tion, as they do not tolerate large dosage. 
(Fig. 12) Not only is it more difficult tech- 
nically to distribute radiation in such cases, 
but also, these lesions are thought to spread 
more rapidly because of the disturbed vas- 
cular bed and fibrosis following surgery. 

Another serious problem is what to do 
with the cases for whom a negative biopsy 
is reported. I have seen a few cases in which 
the appearance of the lesion was malignant, 
but four and five biopsies were negative for 
cancer. The pathological report each time 
was inflammatory tissue. However, these 
cases did not respond to local therapy, and 
after three weeks I resorted to radiation 
therapy, and the patients reacted just as 
cancer patients do. I do not think one is 
justified to wait in such instances. The 
answer to the question of how accurate are 
the biopsies in detecting early and small 
cervical carcinoma inyolves many variables. 
The tissue removed may have just missed 
the lesion; there is also posible technical er- 
ror in embedding and cutting the tissue. On 
the other hand, I have seen a positive diag- 
nosis made from a small piece of tissue no 
larger than the head of a pin, and this 
tissue was on the examining finger. 

I think if the biopsy is negative on repeat- 
ed examination, local treatment, negative 
Waserman, etc., and the clinical course still 
resembles a malignancy after three weeks, 
the patient should be completely informed 
and advised as to the problem. 

Finally, these cases must be examined 
every two months for the first year to be 
sure there is no recurrence, then every three 
months the second year, and at least every 
six months thereafter. 
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CURRENT MISCONCEPTIONS IN CONSERVATIVE 
PELVIC SURGERY ~ 


Curtis H. TYRONE, M.D. 


NEW ORLEANS, LOUISIANA 


In the management of lesions of the fe- 
male genital structures there exist today 
Many misconceptions, particularly in re- 
gard to conservative pelvic surgery. It is 
perhaps more important for the family phy- 
sician to be aware of these misconceptions 
than for the surgical or gynecological spe- 
cialist, since he usually sees these patients 
first and is therefore in a position to advise 
or carry out proper conservative or surgical 
measures which may later prevent repeated 
unnecessary and mutilating operations. In 
the treatment of gynecological conditions it 
is always well for the family physician to 
remind himself constantly of the wisdom of 
that old adage, “leave well enough alone.” 

As is true of medical practice in general, 
the advances in our knowledge for the treat- 
ment of gynecologic conditions have been 
rapid. For this reason, one might wonder 
whether some of the time-honored opera- 
tions on the female pelvic organs are not 
now undesirable or even unnecessary. We 
agree with Mohler’ that conservatism should 
be the aim of all pelvic surgery but it must 
be realized that under certain conditions it 
might be necessary to perform more radical 
procedures in order to relieve symptoms, en- 
able the patient to have normal pregnancies 
and insure against the future development 
of malignant changes in the genital organs’. 
Moreover, there are some conservative sur- 
gical procedures which are not only of no 
value but may even be harmful. It is these 
misconceptions concerning such conservative 
pelvic surgery that will be discussed here. 
For convenience, they will be considered 
under the following anatomic divisions: vag- 
ina, cervix, adnexa and uterus. 

VAGINA 

With the improvements in modern obste- 
tric care, which have resulted in prevention 
of extensive lacerations of the vaginal walls 
with resultant development of symptomatic 
cystoceles and rectoceles vaginal plastic pro- 
cedures during the childbearing period have 
been practictlly eliminatel. Correction of 
minor asymptomatic relaxations should be 
discouraged until after childbearing is com- 
pleted. The physician should be careful when 
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informing patients of these minor relaxa- 
tions or lacerations because they confuse 
these terms with cancer and if the pa- 
tient has been delivered by another phy- 
sican, her confidence in him might be ir- 
reparably damaged. Therefore, in the young 
woman in the childbearing age unless a 
definite symptomatic rectocele or cystocele 
exists, surgical correction should be _post- 
poned. Incidentally, it should be remembered 
that symptoms supposedly due to a cystocele 
more often are due to an infected urethra 
or bladder. 
CERVIX 

Cauterization of the cervix is probably 
one of the most neglected office procedures 
today. In our zeal for advising and perform- 
ing hospital surgical procedures we have 
been inclined to neglect the office cautery, 
which, for correction of slight injuries or 
relief of mild cervical infections, is the most 
satisfactory, the safest and probably the 
most efficient method at our disposal today 
for preventing extensive cervical disease and 
future malignant changes. It has been our 
experience that practically all postpartum 
patients, even those who have had normal 
deliveries, should have light office cauteriza- 
tion of the cervix about eight or nine weeks 
after delivery. Cauterization is, of course, 
not recommended for extensive stellate tears 
of the cervix, since this procedure cannot re- 
pair extensive injuries. However, it is indi- 
vated when dilatation of the external os 
permits the endocervical glands to become 
permanently infected and when erosions of 
the entire vaginal portion of the cervix de- 
velop. Proper light office cauterization will 
prevent these changes and will result in a 
normally functioning cervix. We have aban- 
doned the use of chemical agents, such as 
silver nitrate, negatan, iodine, mercuro- 
chrome or merthiolate, in favor of the elec- 
tric cautery. 

A cervix with minor pathologic altera- 
tions and cervicitis which are amenable to 
cauterization are excellent examples of the 
old axiom, an ounce of prevention is worth 
a pound of cure, for cervicitis which is not 
cured early may be expected to develop into 
extensive pathologic changes later which 
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will produce symptoms necessitating radical 
surgical procedures. It is our belief that dur- 
ing the reproductive life of every woman 
cervical symptoms can largely be eliminated 
and protection from the immediate develop- 
ment of malignant changes can be increased 
by cervical cauterization. 


Conization and surgical amputation of the 
cervie by the Sturmdorf or Schroeder tech- 
nics do not always permanently eliminate 
disease of the cervix and certainly do not 
provide complete insurance against the 
necessity for other pelvic operations in the 
future. Often too little or too much cervical 
tissue is removed by conization or amputa- 
tion. If too little tissue is excised, symptoms 
obviously will not be relieved and if too 
much is removed, stricture of the canal 
with resultant symptoms is prone to develop. 
The dangers of stricture of the cervical 
canal following these procedures are well 
known to you. They will lead to the future 
development of such symptoms as discharge, 
pelvic pain, dysmenorrhea, dyspareunia and 
menstrual abnormalities, which in turn lead 
to the necessity for additional surgical pro- 
cedures. Moreover, stenosis is a definite fac- 
tor in sterility and its presence oftentimes 
section when pregnancy 


leads to cesarean 


does occur. 


To summarize the management of cervici- 
tis we believe that during a woman’s active 
reproductive life symptoms can be relieved 
and protection accorded by the judicious use 
of the office cautery. After the reproductive 
age, if the cervix is extensively lacerated 
and hypertrophied and there is chronic 
cystic disease, total vaginal or abdominal 
hysterectomy is the most conservative way 
of relieving symptoms and _ protecting 
against future malignant changes in the 
organ. The supposedly conservative pro- 
cedures of conization or surgical amputa- 
tion require almost the same period of hos- 
pitalization and undesirable complications 
are, if anything, more frequent. Hence, the 
seemingly more radical hysterectomy is 
actually more conservative. 


ADNEXA 

Although much has been written about 
conservative surgical procedures on the 
Ovaries, we believe that too many opera- 
tions are still being done on the ovary for 
normal cysts which usually regress in the 
course of time. The surgeon should not feel 
that he needs to justify an appendectomy by 
resecting an ovary containing physiologic 
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cysts. A resected ovary is more than likely 
to become adherent to the omentum or some 
other pelvic structure and an adherent ovary 
too often results in pelvic pain and altered 
function of that structure. Often mittle- 
schmerz stimulates appendiceal disease; the 
finding of a small amount of blood in the 
peritoneal cavity does not indicate that the 
involved ovary should be removed. Nothing 
is more pathetic that the young woman who 
has been castrated because of episodes of 
ovarian pain or peritoneal bleeding. Most 
of these ovaries require no surgical treat- 
ment but when necessary, resection or sur- 
gical hemostasis is far preferable to abla- 
tion. 


Bilateral salpingectomy, bilateral oophor- 
ectomy, or both, without hysterectomy is to 
be condemned. Chronic tubal disease is rare- 
lv the cause of the presenting symptoms 
for which such operations are performed. 
More often, these symptoms are caused by 
associated cervical, uterine or ovarian dis- 
ease than by salpingitis, so that salpingec- 
tomy alone will obviously fail to correct the 
difficulty. Today primarily through the use 
of the sulfonamides and antibiotics pelvic 
inflammatory disease, whether it be the sur- 
face spreading gonorrheal disease or _ the 
interstitial spreading process of septic abor- 
tion or postpartal infection, has been largely 
controlled and extensive pathologic changes 
have been eliminated so that surgical pro- 
cedures for the acute or chronic stage of 
these conditions are rarely necessary. 


When a patient is rendered incapable of 
conception by surgical excision of the tubes, 
ovaries, or both, it is unwise surgical judg- 
ment, in our opinion, to leave a functionless 
uterus in which irregular bleeding, pelvic 
pain and eventually malignant changes are 
prone to develop. If surgical treatment is 
necessary for pelvic inflammatory disease 
and it is found that ablation of both adnexa 
should be done, it requires only a little more 
time to remove the uterus and this will help 
to prevent the need for another operation 
later. Here again the more radical procedure 
is actually more conservative as far as the 
future health and happiness of the individ- 
ual is concerned. 


Since opening the abdomen for any rea- 
son is a serious major surgical procedure, 
we should be prepared to carry out all pro- 
cedures required for relief of all symptoms, 
prevention of development of future symp- 
toms and elimination of conditions that 
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might require future operations. This is 
especially true in gynecologic surgery, for if 
we are going to produce extensive adhesions 
by creating raw surfaces in the peritoneal 
covering of organs and leave organs that 
are meapable of childbearing function and 
that cause future pelvic pain, irregular 
menstruation and eventual! malignant 
changes, would it not be best to be more 
definitive at the original operation. 


Possibly a word should be said here about 
menstruation. Menstruation is not necessary 
for a normal life, and abnormal menstrua- 
tion produces abnormal psychic and mental 
changes that prevents a patient from lead- 
ing a normal happy life free from worry 
and the inconveniences of irregular or pro- 
fuse menstruation as well as free from the 
ever challenging question—‘How do I know 
that 1 do not have concer?” Therefore, in 
performing a pelvic operation on a woman 
unable to conceive and left with a uterus 
that is going to result in future menstrual 
disorders it would seem best to remove this 
organ at the time of the original operation. 


Suspension of the Uterus—In present day 
practice it is questionable whether suspen- 
sion should ever be done for a normal retro- 
displaced, freely movable uterus. It has been 
our observation that since the routine in- 
troduction of early ambulation in the puer- 
perium the incidence of retroversion and 
subinvolution of the uterus has been greatly 
reduced. It is doubtful that a retrodisplaced 
uterus is ever responsible for pelvic pain or 
backache. Yet every day we are faced with 
the problem of convincing patients of the 
truth of this statement. Any abdominal pain 
is immediately assumed by the patient to 
be due to her genital organs. She never 
thinks that the added household burden and 
care of the new baby or the intestinal tract 
might be causing this pain. The unnecessary 
and useless operations on patients for re- 
lief of this common complaint are to be 
deplored. The resumption of normal eating 
habits and a balanced diet with correction 
of existing constipation will do much to re- 
lieve patients of this complaint. Further- 
more, postural or orthopedic causes of back- 
ache must be considered before the internal 
genitals can be incriminated. Orthopedic 
‘consultation with roentgenographic exam- 
ination should always be obtained before 
considering surgical treatment. 


In our experience sterility has rarely been 
an indication in itself for surgical reposition 
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of the retroverted uterus. If the displace- 
ment itself is thought to be a factor in 
sterility, manual replacement of the uterus 
and a properly fitted pessary will give the 
patient all the relief that can be expected 
from the surgical approach. Today it should 
not be necessary to express such views but 
we have been prompted by the almost daily 
experience of seeing patients who have been 
advised by their physicians to have a sus- 
pension operation for sterility. 


Another misconception concerning fer- 
tility is that the misplaced uterus is unable 
to retain a fetus and therefore an abortion 
is inevitable. It has been our experience that 
a woman with a retrodisplaced uterus and 
a history of one or more abortions usually 
will require no more treatment than the use 
of a pessary and frequent assumption of the 
knee chest position along with proper care 
of herself until the uterus is no longer a 
pelvic organ. 


Suspension of the uterus after the repro- 
ductive years seems to us to be a thoroughly 
inadequate procedure. Abdominal suspen- 
sion of the uterus never cures prolapse and 
when surgical intervention is indicated in 
this condition it seems useless to preserve 
an organ that has already served its pur- 
pose, that has too often undergone patho- 
logic changes resulting in abnormal mens- 
trual function and might cause future con- 
cern because of this irregularity of mens- 
truation. 


Myomectomy is a conservative gyneco- 
logic procedure with a definite role. How- 
ever, this useful procedure often is perform- 
ed as a conservative operation when the 
results of such conservatism are futile, dis- 
appointing or even disadvantageous. It 
should be obvious that small fibroids, not 
encroaching upon the endometrium, thereby 
not causing bleeding, are rarely an indica- 
tion for myomectomy at any age. Yet many 
such tumors are removed for no_ reason 
save their mere existence. Larger fibroids, 
or those so placed as to cause symptoms, 
may require removal. Conservative removal 
of the fibroid alone must be a carefully 
weighed decision, based on the patient’s age, 
her family situation, and the possibility of 
recurrence or residual uterine disease. It 
is futile to attempt to remove numerous 
fibroids if the scarred uterus remains as a 
source of discomfort or dysfunction. Hence, 
conservatism, in such a case, is fallacious. 
Moreover, myomectomy in the later years of 
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reproductive life serves no beneficial pur- 
pose, and reoperation a few years later is 
a frequent sequel. Hysterectomy is a far 
more conservative procedure and results in 
more lasting satisfaction. 

The use of irradiation for the control of 
functional bleeding at the menopause is 
similarly labelled “conservatism.” The use 
of radium in the uterus causes extensive 
necrosis of the cervix and endometrium. 
Fortunate is the woman whose uterus and 
cervix withstand such trauma without sub- 
sequent symptoms! The comparison between 
irradiation for malignant disease and that 
for benign disease is ill made, since one 
must accept certain handicaps in the treat- 
ment of the former. That radium implan- 
tation is a poor substitute for hysterectomy 
is supported by the fact that it preceded the 
latter 68 times in 2000 cases of hysterec- 
tomy for all causes. We had the misfortune 
to see one woman, treated not once, but 
twice, with small doses of radium for 
“benign bleeding’ who ultimately succumb- 
ed to sarcoma of the endometrium. We can- 
not agree with Crossen* that radium therapy 
for uterine fibroids is the best and most 
conservative therapy. The prolonged period 
of observation and the pelvic consciousness 
resulting render such conservatism fool- 
hardy and even detrimental to the patient’s 
happiness. 

Fortunately, defundectomy has been large- 
ly abandoned. This procedure has been a 
conservative measure of the past, but how 
is it conservative? It preserves a_ useless 
function, menstruation, which the patient 
herself considers a nuisance, and more often 
than not, leaves an organ which is tender 
to touch and a source of future pelvic dis- 
tress. The initial risk of operation is nearly 
doubled by such injudicious pelvic meddling. 

Subtotal Hysterectomy—One of the great- 
est advances in recent years in gynecologic 
surgery has been the definite trend toward 
total hysterectomy when uterine symptoms 
and pathologic changes make surgical treat- 
ment advisable or imperative. With increased 
and better hospital facilities as well as im- 
proved surgical technic and safer postop- 
erative care along with the increases in the 
number of trained gynecologists, it is al- 
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most certain that if hysterectomy is ad- 
visable the total operation will give more 
adequate relief of symptoms and security 
against future malignancy than the subtotal 
operation. 

In the performance of hysterectomy per- 
haps a word should be said about preserva- 
tion of the adnexa. The term total hysterec- 
tomy has no reference to whether the adnexa 
are removed or not. In all patients with 
healthy functioning ovaries requiring hys- 
terectomy for benign conditions the adnexa 
should not be removed. No arbitrary age 
limit can be set for this rule, as the patient 
may have been considered to have reached 
the menopause at the age of 40 or even 50 
years. By preservation of normal function- 
ing ovaries the patient may be spared pre- 
cipitous artificial menopausal symptoms. We 
do not believe that the subtotal operation 
is safer, that the cervix is necessary for 
lubrication of the vagina, that the vagina 
is shortened and that the vaginal vault is 
more likely to prolapse. Elimination of the 
diseased cervix by total hysterectomy will 
prevent annoying discharges, often bloody, 
pelvic pain and future malignancy and there- 
by insure a more contented patient. Sub- 
total hysterectomy often will leave a dis- 
eased cervix which can and does produce 
symptoms later requiring further surgical 
procedures. During the past eight years we 
have had to remove 109 cervical stumps be- 
cause of recurrent symptoms, many of which 
preceded the original operation. Among 
these were 10 cases of carcinoma of the cer- 
vical stump which would have been prevent- 
ed by adequate surgical treatment originally. 

In conclusion, it might be well to repeat 
that often a seemingly radical pelvic opera- 
tion actually proves to be more conserva- 
tive than the planned conservative proced- 
ure, since it completely relieves symptoms 
and at the same time insures against the 
danger of the future development of malig- 
nant changes in the pelvic organs. 
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A STUDY AND INVESTIGATION OF THE ETIOLOGY 
AND TREATMENT OF PEPTIC ULCER* 


FRANCIS M. DuFFry, M.D. 


ENID, OKLAHOMA 


In the spring of 1928 the following episode 
took place in the Junior Clinic of the 
Creighton University, School of Medicine, 
which I was supervising. The laboratory 
section of this particular morning was some- 
what inactive. Two medical students who 
were full of ambition and vigor were caus- 
ing me some annoyance because of the lack 
of something to do. Two specimens of gas- 
tric contents were delivered to the laboratory 
for gastric analysis. In order to keep the 
two boys busy I instructed them to do a few 
unusual tests or examinations which were 
not textbook recommendations. After the 
usual chemical analysis I instructed the boys 
to isolate yellowish purulent placques from 
the contents and make smears. They were 
instructed to do a gram stain and simple 
fuchsin stain. After a period of approxi- 
mately one half hour the two boys began to 
discover something about which to be funny. 
One said to the other, “My patient has a lot 
of snakes in his stomach.” The other re- 
marked, “My patient has snakes in _ his 
stomach too.” At this juncture I reprimand- 
ed the boys for their so-called foolishness 
but they insisted that I look in the micro- 
scope and see what they saw. To my sur- 
prise one specimen was loaded with large 
spiral forms along with fuso-form bacilli. 
In viewing the microscope of the other stu- 
dent I observed spiral forms but not as num- 
erous as the first. In making a survey of 
the history, symptoms, laboratory analysis 
and x-ray findings, and consultation with 
two other doctors, it was agreed that these 
patients had all the positive findings of 
peptic ulcer. The findings of these specimens 
gave me an idea. I proceeded to make an 
investigation. The discourse on this investi- 
gation as presented is the result of 20 years 
study, both experimentally and_ clinically. 
The treatment was based on the deductions 
of my findings. 


I have utilized considerable time in inves- 
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tigating the literature with a view of finding 
any work that might have been done in the 
study of fuso-spirochetal germs as associat- 
ed with peptic ulcer. During my entire in- 
vestigation I have been unable to find any 
literature in which any scientists have as- 
sociated these germs with the etiology of 
peptic ulcer. Library investigations have 
failed to give me any enlightenment on this 
subject. 

However there are several references in 
literature for the existence of fuso-spiro- 
chetal germs in various intestinal disturb- 
ances. 

Parp' stated, in an investigation of stool 
examination in Chicago, that he was able to 
demonstrate one-third of these cases had 
fuso-spirochetal germs present. 

Macfie and Carter’, in making stool exam- 
inations at the Gold Coast Colony, concluded 
after investigation that they were able to 
demonstrate these germs in all stools which 
they had examined. 

Aschoff and Koch* discussed, in detail, the 
pathological findings of necrotic ulcers in the 
large and small intestines in which they 
demonstrated fuso-spirochetal germs. Their 
conclusion was that these germs were secon- 
dary to a fuso-spirochetal infection of the 
mouth and pharynx. 

Zinserling* discussed an extensive inves- 
tigation of the findings in the _ intestinal 
tract of Russians living on a starvation diet. 
He discussed the pathology of necrotic ulcer 
in the intestines and the finding of fuso- 
spirochetal germs within these ulcers. 

I present these references to reveal the 
fact that these germs have been found in the 
intestinal tract below the stomach and that 
there is apparently an absence of any path- 
ological investigation demonstrating their 
association with peptic ulcer. 

ETIOLOGY—PEPTIC ULCER 

A study of this etiology for approximately 
two years after this identification was car- 
ried out. I spent some time in making micro- 
scopic investigation of the gastric contents 
of those who were proven cases of peptic 
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ulcer or who had all the symptoms of chronic 
gastritis. In approximately 60 per cent of 
these studies I was able to identify the pres- 
ence of spirilla and fuso-form bacilli. In my 
observation those presenting the most acute 
symptoms and findings of peptic ulcer show- 
ed a predominance of fuso-form bacilli. The 
chronic peptic ulcers showed more of a ten- 
dency to have a predominance of spirilla. 
Other germs frequently found were cocci 
and yeast like cells. In the course of my in- 
vestigation I was interested in studying the 
focus or origin of this infection. In approxi- 
mately 90 per cent of these individuals who 
presented symptoms and findings of chronic 
gastritis or peptic ulcer I was able to demon- 
strate the presence of fuso-form bacilli and 
spirilla from the gingiva and tonsils. These 
individuals presented a condition of the 
mouth which ranged from a very mild gin- 
gival infection to pyorrhea and intensified 
ulceration of the gurs. 


I proceeded to culture these germs in nut- 
rient media and media containing succhrose. 
We were taught and our text books reveal 
that Vincent’s germs were largely anaerobic 
as far as culture is concerned. However I 
predicated on the fact that these germs seem- 
ed to grow largely in an acid medium. My 
reason for increasing acidity of the media 
was an attempt to parallel the natural habi- 
tat of germs found in the gastric contents. 
I increased the acidity of the media to 
slightly above the neutral level, Ph 5.5-6. I 
inoculated these media with exudate from 
ulcerated or pyorrheal gingiva which were 
known to contain spirilla and fuso-form ba- 
cilli in symbiosis with other germs. Twenty- 
four hours after the culture was made there 
was a luxuriant growth of rather large and 
long fuso-form rods and numerous cocci, a 
mixture of staphylococci, streptococci and 
pneumococci. Further examination of these 
cultures in three days revealed that these 
large fuso-forms had lengthened to long 
undulant filaments and the cocci had mostly 
disappeared. I further noted that if I added 
infusion of tobacco to the culture media that 
there seemed to be a greater luxuriance of 
growth of the fuso-forms and undulant fila- 
ments. Since we find that the predominance 
of gingivitis, particularly of the ulcerated 
type, is found in individuals who use tobac- 
co I added an infusion of tobacco to observe 
if there was any evidence of tobacco favoring 
the growth of these germs. 
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EXPERIMENTAL WORK 


After making a study of the morphology 
and cultural characteristics of these germs 
I proceeded with experimental work in which 
I inoculated rabbits intravenously with some 
of these cultures. I inoculated 10 rabbits 
by intravenous injections of one day cul- 
tures made from the simple nutrient media. 
Six of these rabbits died within five days of 
what seemed to be a general septicemia. 
Autopsy of these rabbits did not reveal much 
pathology. One rabbit seemed to have a con- 
gestion of his kidneys. One rabbit had evi- 
dence of pneumonia which was characterized 
by localized areas of congestion and on ex- 
amination revealed part of the sacs filled 
with leukocytes and staphylococci. No fuso- 
spirochetal germs could be demonstrated. 
The other four rabbits presented no out- 
standing pathology. They acted droopy and 
sick for a few days, ran a moderate temper- 
ature and then recovered. Ten rabbits were 
injected intravenously with three day old 
culture. Two of these died in 24 hours, ap- 
parently from a protein reaction. The other 
eight rabbits did not show any symptoms of 
illness. Consequently it was concluded from 
this work that these germs in culture were 
not pathogenic, or lost their pathogenic 
characteristics after being separated from 
the human body resulting in some form of 
mutation due to culture conditions. 

Unsatisfied with this work I selected in- 
dividuals who had extensive ulcerated gingi- 
vitis. In these cases the gingiva were sep- 
arated from the teeth and plenty of exudate 
could be taken from these pockets. Smears, 
made of this exudate in all cases, revealed 
the presence of staphylococci, streptococci, 
spirilla and fuso-form bacilli. A saline sus- 
pension was made in which the saline was 
kept at body temperature. These suspensions 
were injected into 40 rabbits intravenously. 
This work was carried out over a period of 
one year. Of this group four rabbits died 
from perforations in the lesser curvature 
of the stomach. These rabbits died about the 
fifth, seventh, ninth and twelfth weeks fol- 
lowing injections. A biopsy made of these 
ulcers revealed infiltration of the sub-mu- 
cosa with leukocytes and occasionally a fuso- 
form bacilli could be identified. The mucosa 
cells around the edge of the ulcer were very 
edematous. Ten rabbits died between the 
second and fourth month after the first 
inoculation. Autopsy of these rabbits reveal- 
ed red edematous patches over the mucosa 
of the stomach and duodenum. In most of 
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these edematous zones were small ulcers of 
pin head size from which there was some 
bleeding. These zones included from one- 
half inch to one inch in diameter and occu- 
pied most of the stomach and occasionally 
the duodenum. A biopsy from these areas 
revealed an extreme congestion and edema- 
tous swelling of the mucosa cells. In some 
areas the mucosa cells were punched out 
and absent. The sub-mucosa in all of these 
instances was greatly infiltrated with leuko- 
cytes and lymphocytes and there was con- 
siderable swelling and edema as well. There 
seemed to be no involvement in the muscular 
area. Eight rabbits died of pulmonary in- 
fection. An autopsy of these rabbits reveal- 
ed congestion and ulceration of the mucosa 
of the bronchial tree with considerable 
swelling and edema of the air sacs. Four of 
these rabbits presented zones of edema and 
redness of the stomach as described pre- 
viously in other rabbits. In  onc-half of 
these rabbits I was able to demonstrate the 
presence of spirilla and fuso-form bacilli. 
The remaining rabbits continued free from 
any evidence of disease. 


An analysis of the etiological and experi- 
mental work seems to warrant the follow- 
ing deductions. The fuso-spirochetal germs 
may have capacity of mutation outside of 
the body and will loose their pathogenic 
powers. It is evident that these germs seem 
to grow favorably in acid environment and 
it is further probable that tobacco may add 
to their virulence. Of course cultural experi- 
mentation with these germs is to a great 
extent unsatisfactory. However these germs 
in their natural habit seem to be definiteiy 
pathogenic. They grow more proliferently 
and have specific virulence in the human 
body. It is also apparent that these germs do 
not produce the pathogenesis solely by them- 
selves but in conjunction with other patho- 
gens particularly with the staphylococci, 
streptococci and pneumococci. From obser- 
vation over these years it is my impression 
that the fuso-spirochetal germs are only 
pathogenic when the body barrier is broken 
down by some other agent such as primary 
infection, or injury of some nature. 


PATHOLOGY OF ULCER 
From the experimental results obtained it 
would appear that there is some insult pro- 
duced to the mucosa of the stomach or duo- 
denum following which there is an invasion 
of these tissues by the fuso-spirochetal 
germs. There are the usual cardinal symp- 





January, 195] 


toms of inflammation, redness, swelling, pain 
and functional disturbances. Proceeding in 
this course, time terminates the result of the 
general infection of the mucosa with a lo- 
calization and a destruction of the mucosa 
and sub-mucosa, resulting in ulceration. 


It is my belief that the ulcer does result 
from this inflammatory reaction. It is not 
kept active by the acid condition of the stom- 
ach but rather by the local chronic intrench- 
ment of the fuso-spirochetal germs. The acid 
is an irritating factor but apparently does 
not prevent healing. 


Some men* have reported, many years 
ago, in the early surgical interference for 
peptic ulcer that they failed to find a defi- 
nite localized ulcer but found an extensive 
zone of inflammation. Undoubtedly they 
were observing the pre-ulcer state of the dis- 
ease, which would be a natural sequence in 
the instance of the fuso-spirochetal infec- 
tion. Chronicity of ulcer and pre-ulcer con- 
dition is characteristic of this type of infec- 
tion. The lack of systemic toxicity is char- 
acteristic. We know and have observed that 
individuals living in reasonably unsanitary 
conditions have extensive cases of ulcerated 
gingivitis and pyorrhea. We know that it is 
common history in the stress of ulcer pa- 
tients that they have lived with their ulcer 
over years in varying degrees of activity. 


TREATMENT 

I will not enter into any discussion of the 
diagnosis of this disease. The story or his- 
tory, symptoms and findings of peptic ulcer 
are quite weil known to all doctors in the 
medical profession and in this day and age 
even the laity. Consequently I will proceed 
with an analysis of those cases in which a 
complete clinical investigation has establish- 
ed the presence of peptic ulcer. Having estab- 
lished, to my own satisfaction, the bacterial 
etiology of peptic ulcer it was not hard to 
enter into a method of treatment to aid these 
people in recovering from their disease. It 
is commonly known to the medical profes- 
sion that neosalvarsan or its allied prepara- 
tions are quite specific to fuso-spirochetal 
destruction or elimination. In the first two 
or three years I obtained satisfactory re- 
sults in the treatment of ulcers but fre- 
quently I had quite pronounced reactions 
from the drug itself. About this time Bis- 
muth Sodium Tartrate in an aqueous solu- 
tion was found to be even more specific in 
its results and there were no consequential 
or secondary reactions about which to worry. 
It was found that a very small injection of 
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this drug would very specifically clear up 
fuso-spirochetal infection of the gums or 
mouth. Consequently in the last 16 years I 
have used this preparation entirely for the 
treatment of peptic ulcer. I have a record of 
treating 55 uncomplicated cases of peptic 
ulcer, eight cases of perforated peptic ul- 
cers, nine cases in which there was an in- 
volvement of gastric hemorrhage and about 
30 cases who had history and symptoms of 
peptic ulcer but no clinical proof. 


Three of the 55 uncomplicated cases were 
treated with small doses of neosalvarsin 
3 gm intravenously, twice a week for three 
weeks. All three of these individuals ad- 
mitted relief of their symptoms, such as 
pain on an empty stomach, distress and 
night pains, after the second week. Two of 
these individuals however became very sick, 
nauseated, developed vomiting and diarrhea 
at the last two or three treatments. The 
other fifty-two cases have been treated over 
the remaining years with Bismuth Sodium 
Tartrate 1.5 per cent strength, Searle’s 
preparation, giving 3 4 cc to 1 cc three times 
weekly for three to four weeks. All these 
individuals had relief of the ulcer symptoms 
from the third to the fourth or fifth week. 
Many claimed relief in the second week. In 
the first few years of treating these cases, 
I continued to keep them on various ulcer 
diets and alkaline intake because at that 
time diet was a popular way of controlling 
individual symptoms. In the last few years 
most of my patients have not been on any 
strict diet but are allowed to eat their usual 
table diet. However because of ulcer irrita- 
tion they all continue on the alkaline intake 
for control of pain and distress when the 
stomach is empty. Six weeks after treat- 
ment most of these patients do not use alkali 
because they feel that it is not needed. None 
of these patients have been put to bed for 
rest and none have been curtailed in their 
daily routine of activity. It is my feeling 
that by reducing the fears of the patient 
and by keeping their minds occupied they 
have less time to worry about their ills. 
About one-half these patients, who season- 
ally had a return of ulcer symptoms in the 
spring and autumn months, would return 
to take a few shots to avoid the return of 
their condition. Their past experience with 
a seasonal recurrence reminded them that 
they would rather not have a return of their 
condition and consequently would come in 
for a few bismuth injections. Most of the 
other patients were satisfied with their re- 
sults and only returned occasionally. 
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The first patient of these series whom I 
treated was in 1930 and Neosalvarsan was 
used. He made, what appeared to be, a spec- 
tacular recovery from his symptoms from 
which he was not totally free for seven 
years. However about two and one-half years 
after treatment he began to develop pains in 
his stomach which did not seem to have any 
relationship to ulcer symptoms. As _ time 
passed he found it difficult to eat satisfactor- 
ily because of the discomfort and distress 
which he suffered. He finally developed fre- 
quent vomiting of large amounts of food 
and contents which had been in his stomach 
for a period of 24 to 48 hours. His weight 
decreased from 190 to 92 pounds. Surgery 
was discussed quite frequently with him 
but he objected. Finally he reached the state 
of mal-nutrition and exhaustion and with 
cooperation from his family he was sub- 
mitted to surgery. It was discovered that he 
had an extensive cicitricial scar involving 
the pyloric ring causing a great stenosis. A 
posterior gastroenterostomy was performed 
and the patient made an uneventful recovery. 
Following surgery he was given a series of 
bismuth injections as a precautionary meas- 
ure. He has not been treated for his ulcer 
to the present time and his weight average 
for the past 14 years has been between 190 
and 200 pounds. 

Next in this series is a group of eight 
cases of perforated ulcer. Of these eight 
cases five were duodenal and three were 
gastric. These cases were brought to me 
from eight hours to four days after the 
episode. All of these cases were imbibers of 
alcoholic beverages and all present irregular 
symptoms of gastric distress of several 
years to three months previously. All these 
cases were submitted to surgery immediately 
after the diagnosis was made. In each in- 
stance the perforation was closed by invagi- 
nation with the purse string suture and a 
piece of omentem was. sutured over the 
pathologic area. A drain was put in the ab- 
domen and the patients all recovered from 
surgery. Two of these patients had a very 
stormy time. These came in four days and 
two days late. Immediately after surgery a 
series of Bismuth Sodium Tartrate injec- 
tions was given. Each case received 3/4 cc 
Bismuth Sodium Tartrate 1.5 per cent 
strength daily for a period of seven days. 
They were given injections twice weekly for 
one month. Seven of these patients have had 
no return of their ulcer symptoms. The 
oldest one of these is 12 years and the newest 
is two years. One patient returned in two 
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years with evidence of a pyloric stenosis. 
This man was submitted to surgery and 
found to have a cicitricial scar which caused 
a partial pyloric stenosis. Examination re- 
vealed no redness or evidence of injection. 
A posterior gastroenterostomy was perform- 
ed and he made an uneventful recovery. It 
has been about seven years since this man 
was submitted to surgery and he has re- 
mained well to the present time. 

During the last 12 years I have seen nine 
cases of hemorrhage from peptic ulcer. Six 
of these cases were gastric hemorrhage be- 
cause they vomited up a copious amount of 
bright red blood and coffee ground material 
at the time of the observation. The six 
cases of gastric hemorrhage were put in the 
hospital. In four cases transfusions were 
given and the usual hospital treatment for 
gastric hemorrhage including diet etc. All 
of these cases had history, symptoms, and 
findings of gastric ulcer previous to the on- 
set of their hemorrhage. None however, had 
been treated except by various paliative 
methods. Bismuth Sodium Tartrate injec- 
tions were instituted and given once a day 
for seven to 10 days. In all these cases hem- 
orrhage had ceased within the first week. 
Also the blood had disappeared from their 
stools. Bismuth Sodium Tartrate injections 
were continued from four to six weeks. 

The first patient was treated approxi- 
mately 11 years ago and the last one treated 
one year ago. As far as I can ascertain, all 
these patients have remained free from 
hemorrhage and they state that they have 
enjoyed life quite well, including eating with 
comfort. 

Three other patients, who had the char- 
acteristic symptoms and findings of duo- 
denal ulcers, had hemorrhage which was 
manifested by the passing of black tarry 
stool and with the usual blood deficiency that 
goes with it. All findings, including x-ray, 
verify the fact that these were duodenal 
ulcers with hemorrhage. These patients 
were confined to the hospital, given the 
usual paliative treatment, rest and _ diet. 
These patients were given Bismuth Sodium 
Tartrate once daily for 10 days. At the end 
of this time their stools had returned to 
their normal color and the patients seemed 
to have considerable relief from their dis- 
tress. After two weeks these patients were 
dismissed from the hospital and given Bis- 
muth Sodium Tartrate bi-weekly for a 
period of one month. One of these patients 
was treated nine years ago, one seven and 
one five years. To the present time they 
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have apparently enjoyed good health and 
have not suffered any more discomfort from 
this condition. All of the above described 
group of patients were proven cases of ulcer 
by the usual history, symptoms, laboratory 
findings and x-ray. Over one-half of these 
patients have been seen by other doctors 
who have made diagnoses of peptic ulcer, 


In addition to the above series, I have 
treated between 30 and 40 cases who pre- 
sented history of gastric distress. Relief of 
the distress by food or alkali and the re- 
turning of pain when the stomach was 
empty was characteristic. In these patients 
the gastric analyses were apparently normal 
and x-ray failed to reveal any evidence of 
ulcer formation. These patients were treated 
on the assumption that they were suffering 
from a chronic inflammatory gastritis with- 
out the evidence of ulcer formation. Several 
of these patients obtained no help from the 
treatment. About one-half of them however 
responded in the fashion of those with the 
ulcer diagnosis. Pain and distress would dis- 
appear after they received the treatment of 
Bismuth Sodium Tartrate. 


As you will note through this whole series, 
I have not referred to x-ray or clinical ex- 
amination of these patients following treat- 
ment. Several of the active ulcer cases were 
submitted to laboratory and x-ray examina- 
tion after the patient felt free from their 
symptoms. In these cases analysis of the 
gastric contents revealed that there was a 
return to normal of the free hydrochloric 
acid and total acidity. Radiographic exam- 
ination of the stomach revealed a disappear- 
ance of the shadow which was positive in 
the patients of ulcer symptoms. However I 
do not feel that great reliability could be 
placed in a negative laboratory and x-ray 
finding. We know that ulcers are frequently 
seasonal and that under the regime of food 
and alkali treatment they will apparently 
recover only to again appear in a seasonal 
reaction. It was my conviction that time and 
revelation of the patient on improvement 
were of more value in the ultimate determ- 
ination of the results obtained. Consequently 
my conclusions are based on the above fac- 
tor rather than on the immediate clinical 
examinations. 


SUM MARY 
1. It is my belief that the basic etiology 
of peptic ulcer is the presence of fuso-spiro- 
chetal germs in the field of pathology. 
2. These germs do not work independently 
but they gain entrance into the pathological 
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field either in symbiosis with other germs 
or the result of some injury which breaks 
down the barrier for their invasion. 

3. The experimental investigation of the 
relation of these germs to peptic ulcer seem 
to furnish further proof of their relation 
to the pathology. 

1. Since peptic ulcer may be due to the 
presence of fuso-spirochetal germs the use 
of a chemical agent such as Bismuth Sodium 
Tartrate, which is specific in the elimination 
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of these germs, is used for treatment with 
a high degree of success. 

5. The success of this investigation and 
treatment is determined over a period of 20 
years. 
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TUBERCULOSIS 
E. W. YOUNG, JR., M.D., L. J. MOORMAN, M.D., AND 
RICHARD M. BuRKE, M.D. 


DR. YOUNG: The topic for discussion today 
is tuberculosis. Our discussants are L. J. 
Moorman, M.D., former Dean of the School 
of Medicine and Professor Emeritus in the 
Department of Medicine, and Richard Burke, 
M.D., Assistant Professor of Medicine, both 
of whom are very well known for their work 
in the field of tuberculosis. We are concerned 
primarily in these conferences with the 
therapy of the disease. We always assume 
that the diagnosis has been made. However, 
today, as we do frequently, we are going 
to deviate slightly from this plan, since the 
extent of any tuberculous process must be 
known before the therapy is instituted. This 
is true in particular when some of the newer 
antibiotics are to be used. First of all, | 
would like to ask Doctor Moorman to dis- 
cuss for us the general measures in the 
therapy of tuberculosis other than the spe- 
cific drugs that are used. 

DR. MOORMAN: In discussing the manage- 
ment of tuberculosis I think that the doctor 
whose responsibility it is to handle the pa- 
tient should bear in mind that it is very, 
very important to appraise the patient’s 
psychological response to the diagnostic 
study and finally to the diagnosis, which 
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sometimes is very shocking. It is less so to- 
day than 30 years ago, but I would like to 
put that in the picture. I think that a doctor 
should be gaining his knowledge with refer- 
ence to the patient while he is making the 
diagnosis and preparing for this very im- 
portant problem of treatment and manage- 
ment. I am assuming that he is dealing with 
a tuberculous patient. It is a good idea for 
the doctor always to remember that while 
he is studying the patient, the patient is 
studying him. This question of psychology is 
so important in the treatment of tubercu- 
losis that it certainly enters the picture as 
soon as the patient enters the presence of the 
physician. Now then, I should say if the 
diagnosis is made and the case is considered 
an active, progressive one we are faced with 
a definite plan of management. Frst of all 
the management is preferably pursued in 
an institution for the treatment of tuber- 
culosis, i.e., a sanitorium. Home management 
is possible, but it is never perfect. There 
again it depends particularly upon the psy- 
chology of the patient, the patient’s response 
to the necessary features of the management 
and his environment. So, in addition to what 
I have said, the management then consists 
of rest, fresh air, good food and _ other 
hygienic measures. This regime cannot be 
very well pursued outside a sanitorium. In 
addition to the routine measures universally 
recognized | should like to stress the neces- 
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sity of educating the patient, and this should 
accompany management. It is always better 
under the control of the attending physician 
than when delegated to someone else. Of 
course in larger institutions often this duty 
is in the hands of an educational director. 
For my patients I would want to know what 
the educational program included, because I 
feel it is very imoprtant for the doctor who 
is managing the case to also manage the 
education. 


DR. YOUNG: You mentioned the matter of 
diet, Doctor Moorman. Do you include in 
your dietary regime supplementary vitamin 
or amino acid therapy? Is the rest prescribed 
absolute bed rest or is it partial rest? 

DR. MOORMAN: Bed rest depends upon the 
patient, the character and extent of the pa- 
tient’s disease. I never have had printed 
rules for the guidance of my patients, be- 
cause every patient is an individual problem 
from the standpoint of management. The 
patient is told what to do; sometimes it is 
full bed rest according to the acuteness and 
extent of the process and the psychology of 
the patient. Sometimes it is a modified rest 
cure and sometimes I even go far to satisfy 
psychological reactions to the cure and may 
compromise and let some patients up more 
than others, always being guided by the 
balance that must be struck between the 
patient’s psychology and the usual require- 
ments of management. With reference to 
diet, I have never used supplementary vita- 
mins unless I felt there was an indication 
for vitamins. I think of all the modern de- 
velopments in the pharmaceutical field, per- 
haps vitamins have been the most overdone. 
Millions and millions of dollars are spent 
annually for vitamins and I think about 20 
per cent of them are prescribed by phy- 
sicians. The others are picked up in depart- 
ment stores with the corsets, shoes, etc. 


DR. YOUNG: I think possibly the greatest 
stride that has been made, even including 
our present drugs, in the treatment of tu- 
berculosis has been improved case-finding 
methods, the tuberculosis surveys that have 
been made. This and the problem that has 
sprung up since the close of the last war in 
vaccination and skin testing has become 
much more important now than before. I 
will ask Doctor Burke to discuss the problem 
of case-finding, of tuberculosis surveys, and 
his ideas of vaccination, whether it be with 
BCG or any of the other protein vaccines 
that have been brought forth since the last 
war. 
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DR. BURKE: The tuberculosis mortality 
rate in this country has been dropping for 
the past 125 years, largely because of social] 
and economic betterment. With the dis- 
covery of the tubercle bacillus, direction was 
given to all efforts to combat tuberculosis. 
Then further help soon came with the dis- 
covery of the x-ray and the introduction of 
the skin test. At the turn of the century, or- 
ganized effort to combat tuberculosis got 
under way. First efforts were devoted to 
education and treatment. As time went on 
the importance of stressing prevention 
rather than treatment was appreciated. 
Finally, during the past 10 years, a truly 
comprehensive tuberculosis control program 
became possible with the advent of the low- 
cost miniature chest x-ray. This gave us a 
chance to greatly broaden our case-finding 
activities. The aggressive control measures 
which are now being employed have served 
to accelerate the existing decline. Here in 
Oklahoma, where a_ systematic state-wide 
case-finding program is in operation, the 
tuberculosis mortality rate has dropped 50 
per cent during the past 10 years. 


Last year we took 260,000 screening films. 
In county-wide surveys we find one per cent 
with evidence of reinfection tuberculosis, of 
which 0.1 per cent, or one per 1,000, are 
new active cases. Whether the tuberculosis 
death rate of the county is high or low, we 
seem to find about the same ratio of new 
cases. A point to stress in survey work is 
that the follow-up be made an integral part 
of the survey. This assures that immediate 
study will be done on all cases and suspects, 
which includes getting them back for a large 
film and sputum study. 


BCG is a difficult subject to discuss. 
Despite the fact that this vaccine has been 
in use about 30 years, much controversy 
exists as to its merits. Ever since Koch’s 
phenomena was demonstrated various vac- 
cines have been tried, using dead and living 
organisms. Calmette succeeded in developing 
an attenuated bovine tubercle bacillus which 
did not produce progressive disease. Further, 
it did seem to have some protective effect on 
the experimental animal. How much im- 
munity is conferred by BCG vaccination is 
argued with much feeling. We have no test 
for immunity so that careful clinical con- 
trol studies seem to afford the only method 
of objectively evaluating BCG. Thus far, the 
control studies published have not been too 
convincing. Following World War II there 
was a great increase in tuberculosis in the 
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war-torn countries. Because segregation of 
known cases was very difficult to achieve, 
BCG was used in the hope that it might pro- 
tect the children against an environment 
from which they could not escape. Millions 
have been vaccinated. 


The opponents of BCG state that if it 
were efficacious an abundance of proof 
should be available now as to its merits. The 
greatest reduction in tuberculosis rates have 
occured where BCG has not been introduced. 
It has not proved of value in protecting 
cattle. 


For the present, I believe we can say that 
BCG is a non-virulent, stable organism that 
does not produce progressive disease. It 
seemingly does produce some immunity. The 
degree of protection is by no means com- 
plete and duration of the induced immunity 
is no predictable. On the basis of reports in 
the literature, we probably should confine 
its use to groups who are likely to develop 
tuberculosis because of unusual exposure. 
It is being used in Oklahoma by the Indian 
Service. 

DR. YOUNG: Within the past five or six 
years another series of drugs has been de- 
veloped with specific activity against the 
Mycobacterium Tuberculosis. The first of 
these was streptomycin and its temporary 
successor, dihydrostreptomycin; within the 
past two or three years para-amino-salicylic 
acid, and the thio-semicarbazones, of which 
Tibione is a member, the sulfones and other 
members of the -mycin family, including 
neo-, myco-, terra-, and viomycin have 
arisen. It seems that not even the field of 
tuberculosis is sacred from the steroid chem- 
ists. They have even advocated the use of 
ACTH in tuberculosis. Four cases of laryn- 
geai tuberculosis have been treated with 
ACTH with relief of symptoms and epithel- 
ialization of the lesions, but the lesions 
promptly recurred upon cessation of ACTH 
therapy. At the present time both ACTH 
and Cortisone need to be studied further 
before definite statements as to their effi- 
cacy can be made. 


The choice of therapy in tuberculosis is 
frequently dictated by the extent of the pul- 
monary lesion. Sometimes the reliance is 
placed on antibiotics, sometimes on surgery, 
sometimes on both. I would like to ask Doc- 
tor Moorman to discuss the definitions of 
these various stages of tuberculosis and the 
choice of treatment before we go into the 
details about the specific drugs. 
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' DR. MOORMAN: Before going directly to 
that, | would like to supplement something 
Doctor Young said a while ago about the 
importance of making a definite diagnosis. 
It is more important today than ever before, 
I think, because of the dangers which have 
come into the picture in the last few years. 
We should be very sure to make the definite 
diagnosis as soon as possible. It is more im- 
portant today than before because of the 
type of therapy and because pulmonary new 
growths, particularly bronchogenic carci- 
noma, seem to be more common. There is 
great danger in not making the diagnosis; 
consequently we should employ every pos- 
sible diagnostic measure which might be 
equally serious. Without neglecting the his- 
tory and the physical examination, I would 
say that x-ray is perhaps the most impor- 
tant, then the examination of sputum, of 
fluids of the body and tissues as well. Of 
course, culture and animal inoculation comes 
into the picture too. We now employ all 
these measures, if ail are needed, without 
delay, then we correlate the findings with 
the hope of making a definite diagnosis. It is 
important not to waste high priced anti- 
biotic drugs on carcinoma of the lung and 
not to waste the patient’s chance to get well 
by delayed diagnosis. Then there are the 
acute pulmonary episodes as well as 
chronic conditions which ought to be ruled 
out and which can be successfully treated 
these days if the diagnosis is properly made. 


With reference to the selection of cases 
for the antibiotics or surgical collapse, dif- 
ferential diagnosis is important and the ap- 
praisal of the etiology, the type, character, 
and extent of pathology. We think that from 
the response to streptomycin and the other 
drugs mentioned, streptomycin is still the 
one of choice. Yet the response is largely 
dependent upon the type of the lesion and 
sometimes our diagnostic ability makes it 
impossible for us to draw a hard and fast 
line. Occasionally we employ the drug in 
cases where we think possibly it will not do 
a great deal of good but it is worthy of 
trial. We select, as a rule, the exudative 
types Of tuberculosis without cavity forma- 
tion, without marked fibrosis, as being the 
most likely to respond to the antibiotics, par- 
ticularly streptomycin or Tibione, or the 
PAS (para-amino-salicylic acid); or PAS 
and streptomycin combined. We do not hope 
to close well established cavities by these 
therapeutic measures, and yet hardly ever 
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do we see these cases coming to our atten- 
tion without some mixture of pathology. In 
the presence of a cavity with fibrosis there 
may be a fresh spread somewhere which 
might yield to streptomycin and PAS. I 
have recently seen a case in which a cavity 
developed in an old lesion which had re- 
sponded to sanitorium management without 
streptomycin. Following an acute respira- 
tory episode a cavity as large as a dollar 
appeared in an old fibrotic area before I 
saw the patient, and there was a_ fresh 
spread in the lower lobe of the left lung. 
I suggested a course of streptomycin and 
PAS before deciding upon surgical collapse. 
We have yet to see what is going to happen. 
We may at least clear up the fresh spread 
and get the patient in better shape for sur- 
gical collapse therapy if that proves neces- 
sary. A while ago when I was asked to dis- 
cuss the measures employed before taking 
up the question of modern drugs, I did not 
say anything about collapse therapy. This is 
very important but time will not permit its 
discussion here. It is becoming more effective 
as time passes because of new approaches 
and improved techniques. 


DR. YOUNG: One point that I gained from 
reading the minutes of the Ninth Strepto- 
mycin Conference, which I recommend to 
those of you who are interested in tuber- 
culosis, was that in the modern-day tuber- 
culosis treatment, surgery is coming to be 
a little bit more important than before; with 
the advent of the anti-tuberculosis drugs 
frequently the problem of surgery can be 
made much safer. By putting a patient with 
draining postoperative tuberculous sinuses 
on para-amino-salicylic acid and _ strepto- 
mycin for five to seven days beforehand and 
continuing it for about two weeks post- 
operatively, when surgery is deemed _ the 
treatment of choice rather than the anti- 
biotics, the results are improved. 


Dihydrostreptomycin has been thought to 
be less toxic than streptomycin. Recent re- 
ports seem to indicate a little bit of change 
in this belief. I would like to ask Doctor 
Burke’s comment about the comparative 
toxicity of these two drugs. 


DR. BURKE: When streptomycin was first 
introduced, toxic manifestations were not 
uncommon, notably vertigo and impairment 
of hearing. As time went on, the drug was 
purified and the dosage was reduced to one 
gram daily. Further, the length of time the 
drug was given was reduced because of the 
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emergence of resistant organisms after 40 
to 60 days’ treatment. About three years ago 
dihydrostreptomycin was introduced and 
hailed as a less toxic and equally effective 
drug. It did appear so, and patients seemed 
to have no vertigo following its use, but as 
time went on we learned from the literature 
that gram for gram it wasn’t so potent as 
streptomycin. Further, with the increased 
dosage required it was found to be equally as 
toxic as streptomycin. The Veterans Admin- 
istration Streptomycin Conference advised 
against further use of it. 


A serious weakness of streptomycin is that 
the organism soon becomes resistant to the 
drug. An important advance in meeting this 
problem came with the discovery of the bac- 
teriostatic effect of para-amino-salicylic acid 
on the tubercle bacillus. By combining PAS 
and streptomycin, the appearance of resis- 
tant organisms can be greatly delayed. The 
regime now in vogue is one gram of strepto- 
mycin every third day and 10 grams of PAS 
daily. 

DR. YOUNG: I might quote to you the com- 
ment made at the last Streptomycin Con- 
ference by the Veterans Administration 
about streptomycin and _ dihydrostrepto- 
mycin. It said, “Dihydrostreptomycin offers 
little advantage over streptomycin excepting 
in instances of allergy.” It is about as toxic. 
Our old statement that gram for gram di- 
hydrostreptomycin is less toxic may be true, 
but nevertheless they noticed the same toxic 
signs from dihydrostreptomycin as they did 
with streptomycin. Also, another interesting 
factor was the number of cases that demon- 
strated a true allergic response to one of the 
two drugs. They were forced in one case to 
use streptomycin on a nurse who was known 
to be sensitive to it, and they managed to 
desensitize her by giving 10 micrograms of 
the drug intradermally and progressing up 
to 125 mg. intradermally. They then pro- 
ceeded with full streptomycin dosage with- 
out signs of any allergic reaction until a 
later date when she was exposed to sunlight 
and developed an angio-neurotic edema. At 
this Conference there were four main 
regimes discussed. These involved the use 
of streptomycin daily alone, para-amino- 
salicylic acid along in daily dosage, strepto- 
mycin alone every three days, and strepto- 
mycin every three days with para-amino- 
salicylic acid given daily. The figures are 
rather impressive. The patients were x-ray- 
ed at 120 days after the institution of ther- 
apy, which consisted of streptomycin every 
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three days and para-amino-salicylic acid 
daily, and 89 per cent of the patients treated 
with that regime demonstrated roentgenolog- 
ical evidence of improvement, whereas none 
of them showed any evidence of becoming 
worse as far as the x-ray was concerned. The 
figures of the other dosage levels were quite 
impressive in the treatment of tuberculosis 
but not quite as impressive as that of the 
streptomycin every three days and _para- 
amino-salicylic acid daily. -ara-amino- 
salicylic acid is a drug that sort of crept up 
on a lot of us that were not vitally interest- 
ed in the treatment of tuberculosis. I would 
like to ask Doctor Moorman to discuss what 
is in his mind about para-amino-salicylic 
acid as a drug in the treatment regimes that 
he uses. 


DR. MOORMAN: I can’t give an adequate 
history of the drug or its exact pharmacol- 
ogy. I have used it since it was made avail- 
able and I am now using it in some cases 
daily in 8 to 12 Gm. doses or more with 
1 Gm. of streptomycin daily in two doses, 
and in some cases with 1 Gm. streptomycin 
every three days with the para-amino- 
salicylic acid in full dosage. I have cases 
where it seems to have been remarkably 
effective. I have used Tibione in two cases, 
one of laryngeal and bronchogenic tubercu- 
losis with improvement, but we are uncer- 
tain as to the probability of permanent re- 
sults. I am a firm believer in streptomycin 
combined with PAS with the hope that the 
emergence of resistance to streptomycin will 
be delayed, and some of my patients have 
continued to improve after the usual course 
of streptomycin has been completed by the 
continuance of PAS. I would like to say that 
I personally do not want to convey the idea 
that we have found a cure for tuberculosis. 
I once published an article under the title, 
“A Bug Full of Tricks.” This wary bacillus 
has outwitted the medical profession for 
2500 years and even since Koch identified 
it as the cause of tuberculosis it has con- 
tinued to take its toll. We were very en- 
thusiastic about streptomycin, but we soon 
learned that the tubercle bacillus developed 
a resistance to streptomycin. Will we ever 
conquer it, I don’t know. 


DR. YOUNG: Doctor Burke, could you add 
some comments to that? I would also like to 
ask a question, although I know it is early 
in the story of this drug. Does there seem 
to be any improvement in the post-treatment 
course on maintenance doses of para-amino- 
salicylic acid? In other words, is it an ade- 
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quate maintenance drug for the protection 
of the patient that has had active tubercu- 
losis? 


DR. BURKE: Yes, it is. Although it isn’t as 
effective as streptomycin, it is capable of 
producing improvement, especially in per- 
sons with superficial lesions such as bowel 
or laryngeal tuberculosis. The patient also 
may experience a sense of well being not un- 
like the streptomycin patient does. I don’t 
think the drug is just a flash in the pan. 
Used independently you can expect improve- 
ment in all types of lesions except blood 
stream invasion, such as miliary tubercu- 
losis. 


I can’t refrain from saying a word about 
the history of PAS. It is an excellent ex- 
ample of the value of pure research. Ber- 
heim in 1940 began studying the influence of 
salicylates on the uptake of oxygen by the 
tubercle bacilli. Lehman in Sweden continu- 
ed these studies and found that instead of 
stimulating the growth of the tubercle bacil- 
lus, such drugs had a bacteriostatic effect. 
With the help of a chemist, they finally came 
up with PAS, a drug with a definite retard- 
ing effect on the growth of the organisms, 
both in vitro and in clinical trial. 

DR. YOUNG: Does chemotherapy play a part 
in the treatment of minimal tuberculosis? It 
was my understanding that these agents 
were to be reserved for use in complications, 
for instance tuberculous meningitis, laryn- 
gitis, etc. 

DR. BURKE: The treatment of minimal 
tuberculosis is a controversial one whether it 
pertains to the use of drugs, collapse ther- 
apy, or rest. There are enthusiasts who favor 
immediately jumping in with everything, and 
then there are the conservative fellows who 
think it best to use only rest initially. I 
usually take the middle course. Often we put 
them to bed under observation for a period 
of six weeks to see what clinical improve- 
ment might take place and to better evaluate 
the case. If, after an initial period of obser- 
vation we are not satisfied with the progress 
made, then we do not hesitate to start drug 
therapy. If there is a_ persistent positive 
sputum, collapse therapy also should be em- 
ployed. The current practice in drug therapy 
is to use a combined streptomycin and PAS 
regime. I think we are less reluctant to em- 
ploy drug therapy in early disease than we 
were two years ago because, as used, there 
is less danger of harmful side effects and 
the problem of resistant organisms is better 
handled. 
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DR. YOUNG: Doctor Moorman, do you have 
anything to add to that discussion? 


DR. MOORMAN: I want to supplement what 
Doctor Burke said about the use of these 
drugs in minimal cases, and then about the 
question of pneumothorax. I think that we 
must not in the presence of a new remedy 
forget the value of our established exper- 
ience in the treatment of tuberculosis. The 
things we mentioned first should be routine 
in every case regardless of the new remedies. 
I do think sometimes we rely too much upon 
the new remedies and maybe pass the op- 
portune time for certain methods of collapse 
therapy. I think often they should be com- 
bined. We should not be too optimistic about 
the results we are going to get from the new 
drugs. We should go on and do the things 
we have been accustomed to doing. 


DR. YOUNG: Here is a question from the 
floor. Is chaulmoogra oil of any value in the 
treatment of tuberculosis? 


DR. BURKE: I remember giving chaulmoog- 
ra oil to a classmate of mine when it had a 
brief vogue. It was found to be of no value. 


DR. YOUNG: I have another question. Doc- 
tor Moorman, do the organisms develop a 
resistance to PAS? 


DR. MOORMAN: I think they do, but the 
development of resistance is much more 
tardy than the resistance to streptomycin. 


DR. YOUNG: After the organism has dem- 
onstrated that it is resistant to _ strepto- 
mycin and PAS what therapy is indicated? 


DR. MOORMAN: Sometimes we try a fairly 
long interval between courses of  strepto- 
mycin and apparently get results by return- 
ing to streptomycin and giving a_ secend 
course of it, on the theory I think that new 
generations of tubercle bacillus coming into 
the field may not be resistant. 


DR. YOUNG: The drugs we have _ talked 
about today we have just touched on lightly. 
Not so many months ago a report came out 
of Bellevue Hospital concerning the treat- 
ment of tuberculous meningitis, a particular 
type of tuberculosis that has eluded all of 
our attempts at therapy. They quoted the use 
of streptomycin and one of the sulfones, 
Promizole, in the treatment of tuberculous 
meningitis with a great deal of success. In 
my perusal of the literature in preparation 
for this conference I saw very little mention 
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of the sulfones. I would like to ask Doctor 
Burke what is their present status in the 
treatment of tuberculosis, particularly in 
tuberculous menigitis? 


DR. BURKE: The initial effect of the sul- 
fones on the experimental animal with tu- 
berculosis was remarkable; however, in 
humans they were found to be quite toxic. 
In the cases where I used Promin, an alarm- 
ing anorexia and leukopenia often developed. 
You may remember Promin and Diasone, 
and a later one was Promizole. As Doctor 
Young intimated, they are no longer used 
independently in tuberculosis, but are still 
under trial as adjuvants in treating extra- 
pulmonary lesions. A number of reports in- 
dicate they have some value when used with 
streptomycin in treating miliary  tubercu- 
losis. 


DR. YOUNG: We have touched almost not at 
all on the toxicity of these drugs, a very 
important phase. I would recommend that 
you review the Ninth Streptomycin Confer- 
ence of the Veterans Administration. It is 
available in the library. It has very excellent 
reports on the toxicity of para-amino- 
salicylic acid, the thio-semicarbazones, myvi- 
sone and streptomycin; in fact, all of the 
drugs that are in current investigation by 
the Veterans Administration. Are there any 
further questions from the floor? Have you 
any further comment, Doctor Moorman? 


DR. MOORMAN: | would like to make this 
comment. I always feel very humble about 
coming before even the medical students for 
a discussion of this kind. I have been, you 
might say, aside from ordinary clinical lab- 
oratory aid, wholly dependent upon clinical 
experience. I have always lamented the fact 
that I have not had in my work the advan- 
tages of research laboratories. I am more or 
less in the dark in pursuing this new drug 
therapy in tuberculosis because we have no 
way in our own work of following the cases 
with laboratory stulies to determine when 
resistance emerges. I have always labored 
under these handicaps, but after all per- 
sonal experience is worth a great deal. 


DR. BURKE: There is one point which | 
think has not been stressed quite enough, 
and that is the role of surgery, or collapse 
therapy. Drugs have changed the role of rest 
and collapse therapy but little. As before we 
still must employ collapse measures in about 
half of the patients. 
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ov Can Assure... adequate water, bulk, dispersion 


with METAMUCIL... 
Smoothage Therapy in Constipation 


ADEQUATE WATER... 
Metamucil powder is taken with 
a full glass of cool liquid and may 
be followed by another glass of 
fluid if indicated. This assures the 
desired water volume conducive 
to physiologic peristalsis. 


ADEQUATE BULK... 
Mixed with water, Metamucil 
produces a large quantity of a 
bland, plastic, water-retaining 
bulk. 





ADEQUATE DISPERSION... ; 


This bland mass mixes intimately 
with the intestinal contents and is 
extended evenly throughout the 
digestive tract. 


Metamucil does not.interfere with the digestion or the absorption of 
oil-soluble vitamins; is nonirritating; does not interfere with water bal- 
ance; does not cause straining or impaction. 

METAMUCIL® is the highly fefined mucilloid of Plantago ovata (50%), 
a seed of the psyllium group, combined with dextrose (50%) as a 
dispersing agent. G. D. Searle & Co., Chicago 80, Illinois. 


SEARLE «= 
S 


RESEARCH IN THE SERVICE OF MEDICINE =e 
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Dresident’s Vage 


Modern Medicine comes to the Frontier . 


During the past few years, the people of America have slowly become more and more 
aware of the advantages of hospital care for most illnesses. This has been brought to their 
attention by the decrease in the loss of time from employment and has been proven to be 
much more economical in many ways. In an effort to combat the trend towards compulsory 
health insurance, a voluntary system under the name of Blue Cross was developed. The 
benefits brought about by this organization have been unparalleled. Perhaps this and many 
other factors has brought about the noticeable shortage in hospital beds throughout the 
country. 

To alleviate this shortage, Congress passed a bill commonly known as the Hill-Burton 
Bill which has for one of its chief provisions the appropriation of certain funds with which 
to carry out this project. These funds are made available to the different states on the basis 
of per capita income and population. The distribution of this money has been allocated 
through the Health Departments of each state. 


Since the enactment of this law, approval has been given to 1,091 projects. Most of these 
hospitals are being constructed in the smaller towns with a population of less than 5000. 
Oklahoma has received her proportionate share of the money available and principally by 
this means 18 hospitals with an average of 32 beds each have been constructed, and accord- 
ing to a report from the Director of the State Health Department plans are being drafted for 
the construction of some 16 more within the next two years. 


It is truly an inspiration to visit some of these institutions. Although it is true that they 
are not the type of structure which is commonly seen in hospitals in our cities, they contain 
most everything that could be hoped for in a modern and up-to-date hospital. A recent trip 
to the western part of the State afforded me an opportunity to view a number of these newly 
constructed and practically ultra modern hospitals. The people in that part of the State re- 
member the “Woodward Disaster” and have attempted to construct buildings which are al- 
most tornado-proof. 


In addition to the latest type of equipment, most all of them contain air conditioning 
facilities for the surgical and obstetrical departments. Most of these fine institutions might 
not have been more than a dream if it had not been for the participation of the local 
citizens who in many instances had been without a doctor. These people are vitally interest- 
ed in the health of their communities and are determined to improve the situation by or- 
ganizing themselves and making the necessary arrangements for the financing and the build- 
ing of these hospitals which are certainly a credit to any town be it large or small. 


Because of the modern facilities, doctors are being attracted to these localities and in so 
doing are bringing good medicai care to the frontier. This tends to relieve the situation so 
frequently referred to as a shortage of or lack of medical care in the rural communities or 
“grass roots”. One cannot fail to be impressed and elated to observe the interest and pride 
shown by the lay boards and other interested citizens in these places. Certainly they are 
working out their own problems. They are not looking to Washington or anyone else to bring 
them medical care. This is the voluntary way; an excellent example of Democracy at work. 
This surely helps to restore faith in ourselves and our people and makes us feel that we are 
still possessed of that spirit which was demonstrated by our forefathers and upon which the 
country was founded . . . opportunity and free enterprise. 

With the coming of the New Year of 1951, our country finds itself confronted with many 
perplexing problems. In these difficult times of uncertainty and restlessness, many people may 
consider making a New Years Resolution. The following may be suggested: Resolve that we 
as doctors will continue to be vigilant and not relax but tighten our belts and do all in our 
power to zealously guard that priceless heritage of American Medicine. 


President 





Jani 
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ANNUAL MEETING PLANS PROGRESS: 
DOCTOR H. T. KARSNER TO SPEAK; 
RESERVATIONS BEING ACCEPTED 


Dr. Howard T. 
gist recently appointed as Director of Pathology for the 
Bureau of Medicine and Surgery, United States De 
partment of the Navy, is the latest addition to an im 
pressive list of guest speakers to appear at the SSth 
Annual Meeting of the Oklahoma State Medical Associa 
tion in Tulsa, May 21-25, 1951. 


Karsner, eminent American patholo 


Doctor Karsner’s acceptance was announced recently 
by Dr. John G, Matt, Chairman of the Scientific Works 
Committee. Other guest speakers already set include Ir 
Lester R. Dragstedt, Professor and Head of the Depart 
ment of Surgery, University of Chicago, Chicago, LIlL.; 
Dr. Elliott P. Joslin, Professor of Medicine, Harvard 
Medical Sehool, Boston, Mass.; Dr. Ramon Castroviejo, 
Clinical Professor of Ophthalmology, College of Phy 
sicians and Surgeons, Columbia University, New York, 
N. Y.; Dr. James G. Hughes, Professor of Pediatrics, 
University of Tennessee School of Medicine, Memphis, 
Tenn.; Dr. John A. MeKelvey, Professor of Obstetrics 
and Gynecology, University of Minnesota School of Med 
icine, Minneapolis, Minn.; Dr. A. J. Carlson, Professor 
of Physiology, University of Chicago, Chicago, Il.; -and 
Dr. Harrison R. MeLaughlin, orthopedi« 
surgeon, New York, N. Y. 


prominent 


Doctor Karsner is a graduate of the University of 
Pennsylvania School of Medicine, Philadelphia, class of 
1903. He spent several years in postgraduate study in 
pathology in medical schools of Berlin, Vienna, and 
London, as well as Philadelphia and Cleveland. In prae 
tice for many vears at Cleveland, he was formerly Pro 
fessor of Pathology at Western Reserve University. A 
member of many national medical organizations, he was 
formerly President of the American Society of Experi- 
of Pathology and Physiology of the American Medical 
Association, 


mental Pathology and formerly Chairman of the Section 


Members of the Oklahoma State Medical Association 
are reminded that the final date to volunteer for the 
scientific program of the 1951 Annual Meeting is Jan 
uary 15, 1951. Members wishing to appear on the pro 
gram, or to prepare scientific exhibist, should write to 
Dr. John G. Matt, 1202 Medical Arts Building, Tulsa, 
outlining the topic for discussion or the nature of the 
exhibit. 

As this issue of The Journal went to press commercial 
exhibit space was virtually sold out. 

Hotel reservations for the 1951 annual meeting will be 
accepted after January 1, 1951, by the Hotels Com 
mittee, Tulsa County Medical Society, 1202 Medical Arts 
Building, Tulsa. Members planning to attend are asked 
to write to the Committee for reservations, stating date 


of arrival, length of stay, type of accomodation desired, 


and preference for hotel, giving first and second 


choices. 
The House of Delegates will meet Sunday, May 20, 
1950, at The Mayo. The first session is presently set 


for 2:00 P.M. 















PHARMACEUTICALS 
A complete line of laboratory con- 
trolled ethical pharmaceuticals. Chemists 


to the Medical Profession since 1903. 
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DOCTORS RECEIVE PHYSICALS 
November 27 and 28, 1950, physicians wl 
Priority One of the Doctor Draft Bill, Public | 

and who were elassified 1 A or 1 AO by 


, 1951 


draft boards received their physical examinat s 

on December 12 physicians in the Second Pri we 
examined, Priority One included those phys 5 

had been educated at government expense rr 
for medical education and Category Two applied to those 


physicians who were educated at government expense or 


deferred for the purpose of medical educa 
more than 90 days service but less tha 
At the time of going to press it Was not kK 
the balance of physicians under 50 vears of age 
registered other than such registration would t 
prior to January 15, 1951. 

Scheduled to report for examination on Nov 
and 27 were 62 physicians, and scheduled tor 
December 12 were 33, this being a total of 95 
Categories One and Two. Physicians reporting 
sical examinations were given an 


v opportunity 
time of examination to apply Tor a commissio 

to qualify for the $100.00 per month incentive 
Physicians so applying will be commissioned direct 


of the Fourth Army Headquarters, San Antonio, T 


MILITARY FORCES ANNOUNCE 
M.D. QUOTAS FOR STATES 


The army has announced that predicated 

and one-half physicians per 1,000) men, whicl 
ans 4,500 physicians per million men, the quot 
state will be expected to furnish to staff the 
forees will be figured on the basis of state phys 


population and Oklahoma’‘s quota will be So 


It is not known whether or not the individual st 


will be given credit for those reserve medical 
officers who have been recalled to aetive duty, as 
as those physicians who were activated with nat 


vuard units. F. Redding Hood, M.D., Chairman otf 


Oklahoma Advisory Committee, has announced that s 


committee will make every effort to see that sucl 


drawals from the state of Oklahoma will be given e 


consideration, At the present time all indications a 
the quota to be filled will be for the purpose of st 
military units of the army inasmuch as the an 
and the navy apparently have secured adequate 


untary enlistments. 


OKLAHOMA PHYSICIANS ATTEND 


INTERIM SESSION OF A.M.A. 


Attending the Interim Session of the American 
ical Association in Cleveland, Ohio December 5-8, 
were the following physicians from Oklahoma: 

\.M.A. Delegates John F. Burton, M.D... Oklal 
Citv, and James Stevenson, M.D., Tulsa; Presi 


Ralph A. MeGill, M.D., Tulsa; Alternate Delegate 


M 


M 


com Phelps, M.D., El Reno; and John MeDonald, M.D., 


Tulsa, and John R. Records, M.D., Oklahoma City, 


V 


attended the Public Relations meeting of the A.M.A 


also F, 


of the Oklahoma 
meeting of state advisory 


officials of the Selective Service System 


committee chairmen 


THE ZEMMER CO., PITTSBURGH 13, PA. 





Advisory Committee, who attende: 


Redding Hood, M.D., Oklahoma City, Chair 
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It is advisable to use 
a preparation whose 
action and potency 
are known. 
Diefenbach, W. C.., 
and Meneely, J. K., Jr.: 
Yale J. Biol. & Med. 
21:421, 1949. 


Uniform action... fully effective orally 


PURODIGIN 


CRYSTALLINE DIGITOXIN, WYETH 





PURODIGIN has uniform action . . . simplifying the prob- 
lem of adjusting therapy to the needs of the individual 


patient. 
yy, es . 
Wyeth PURODIGIN is fully active by mouth . . . because it is 
® 


completely absorbed. 








WYETH 
INCORPORATED 
Philadelphia 3 
Penna. 


POR FLEXIBILITY AND PRECISION OF DOSAGE, PURODIGIN 
is supplied in graduated potencies: Tablets of 0.1, 0.15 and 0.2 mg. 
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PUBLIC HEALTH ASSOCIATION 
MEETS IN OKLAHOMA CITY 


Tenth annual meeting of the Oklahoma Public Health 
Association was held in the Municipal Auditorium, Ok 
lahoma City, November 30, December 1 and 2, 1950. The 
meeting was designed for any person professionally 
engaged, or actively employed in any branch of public 
health work in Oklahoma or who is actively interested 
in the cause of public health. Seetions were held for 
health officers, nurses, sanitarians, laboratory workers, 
clerks and public health assistants. 

A joint meeting was held Friday afternoon, Decen 
ber 1, with the Oklahoma Advisory Health Council. Dick 
Graham, Executive Secretary, represented the private 
physician as a member of the panel on **The Citizen 


Looks at Public Health.’ 


DOCTOR TURNER SPEAKS IN CUBA 


An Oklahoma City physician was guest speaker i 
Camaguey, Cuba during the national holidays honoring 
the physicians of Cuba. Henry Turner, M.D., presented 
three papers, ** Thyroid Diesases in Children,*’* ** Endo 
Childhood,** and 
eorticism’*’, Doctor Turner was accompanied to Cuba 
by Mrs. Turner. He pointed out that national holidays 
were celebrated there from December to 6 with 
Doctor’s Day observed similar to Mother’s Day in 


the United States) marking a week of medical activity 


erine Problems in * Hyperadreno 


and instruction. 


KELLER SPEAKS TO ATTORNEYS 

Speaking on ‘*Medicine’s Contribution to Law En 
forcement*’, W. Floyd Keller, M.D., Oklahoma City, 
addressed the Oklahoma Institute for County Attorneys 
when the group met at the University of Oklahoma Ex 
tension Study Center in Norman December 15. 

This institute, which is held primarily to aequaint 
newly elected county attorneys with the duties of thei 
office, is offered to members of the Bar by the Com 
mittee on Continuing Legal Education of the Oklahoma 
Bar Association, 







FOOT 
ACTION! 


& mechanical foot action of Hanger 
Artificial Legs allows a close approxi- 
mat of natural walking for their 
The forward and backward 
and rubber cushions absorb 
give the flexibility of motion 
so important in maintaining an even 
tride. This is one more example how 
the goal of Hanger design and develop- 
ment is to allow the amputee to resume 
life's normal functions. Throughout 
Hanger Limbs are constructed of a few 
parts simply assembled to reduce un- 
necessary breakdowns and repairs 


HANGER © vines 


612 North Hudson Oklahoma City 3, Okla. 








PRESIDENT, EXECUTIVE SECRETARY 
VISIT N.W. OKLAHOMA COUNTIES 


Ralph A. MeGill, M.D., Tulsa, Oklahoma State Med 


eal Association President, and Dick Graham, Executive 
Secretary, made a trip into northwest Oklal i. 
cluding the panhandle, November 19, 20, 21, | 29 
1950, 

Doctor MeGill was guest speaker at the annu luck 
dinner sponsored by the Rotary Club of Alva held a 
the time of the Annual Crippled Childre: Clin 
there. Kelly West, M.D., Oklahoma City orthopedist 
und Henry Strenge, M.D... pediatrician at the Univer 


sity Hospital at Oklahoma City, conducted the li 
O. k. Templin, M.D., one of the dean's of med 
northwest Oklahoma presided at the meeting 

Following the Alva meeting Doctor MeGill met wit! 
the Texas County Medical Society at Guymon and witl 
a group of citizens n Boise City where he diseusse: 
the problems involved in opening’ and operat 


new civie hospital. 


ATTEND AUXILIARY CONFERENCE 
Mrs. James F. MeMurry, Sentinel, Oklahoma Stat 
Medical Association Women’s Auxiliary President; 


Mrs. Donald L. Mishler, Tulsa, President-Elect f the 


Oklahoma Auxiliary, attended the annual conference « 
officers of Auxiliaries in Chicago recently Mrs. M 
Murry participated in the 


O.S.M.A. IS 86 PER CENT 
IN A.M.A. DUES PAYMENT 


Kighty per cent of the 1950 members ¢ Oh} 
homa State Medical Association to date have pa 
1950 A.M.A. dues and it is believed that this mm 


e 
will be visibIv increased when a few of the county s 


‘ 


panel on public rel 


cieties who have made no report forward = the lues 
Attention is called to the faet that the House of Del 
eates of the Oklahoma State Medical Associalt 


ended the State Association constitution and by-laws 
at the 1950 Annual Meeting to make 1 M.A iues 


svnonymous with state dues and physicians wh 
not paid the 1950 dues of the A.M.A. must make these 


payments prior to the time their 1951 dues are receive 


it will be necessarv that thei 1951 dues be 
to the secretaries of their county societies 
If vou have not paid vour 1950 A.M.A. dues in the 


ount of $25.00, contact the secretary of v: 


soclety at once and make your payment 


CIVILIAN DEFENSE TO RECEIVE 
IMPETUS AFTER FIRST OF YEAR 


From every indication, predicated on releases 


the Executive Office, the medical profession wil 


asked shortly to participate in the creation of vas 
civilian de’ense program. Gov. Millard F. Caldwell, J 
Florida, was named chairma by President Tru 
Dec ~ 1950 


Activities by the Association in this field have beer 


a stand by basis pending the announcement of at 


all pan for the United States. It is contemplated that 


county medical societies will be requested to on 
civilian defense committees in order that they might 
nm 2a position to correlate their efforts in an over 
state and national plan. Medical leaders throug! 
the country are unanimous in agreeing that such pl: 
ning is necessary and in Oklahoma it is believed tl 


; 


such planning would be well received inasmuch as its 


facilities could be used at the time of local disasters th 
might oecur as well as for the purpose of wartime 


Tense, 
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Effective against many bacterial and rickettsial infections, as 


well as certain protozoal and large viral diseases. 





The isolation of crystalline aureomycin from 
the fermentation mash is an intricate task. It 
must be done in such a way that inactivation 
or loss of the antibiotic is minimized. In addi- 
tion, the removal of impurities must be so 
complete that the finished product will cause 
a minimum of undesirable side-reactions. 
For this purpose, highly specialized technical 
equipment is employed, in order to effect 
liquid-solid and liquid-liquid extractions. 
Vacuum concentration and crystallization 


are carried out in glass-lined tanks, to avoid 
heavy metal contamination. The tempera- 
ture and degree of vacuum are automat- 
ically controlled by means of precision in- 
struments and the purification of the product 
is carefully followed by laboratory tests. 

Aureomycin is now available in a number of 
convenient forms, for use by mouth and in the 
eye. New forms of this antibiotic of unsur- 
versatility are 


passed constantly being 


brought out. 


Capsules: Bottles of 25 and 100, 50 mg. each capsule. Bottles of 16 and 100, 250 mg. each capsule. 
Ophthalmic: Vials of 25 mg. with dropper; solution prepared bysadding 5 cc. of distilled water. 


LEDERLE LABORATORIES DIVISION avencerGanamid comer 30 Rockefeller Plaza, New York 20, N.Y. 
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Electrosurgical Unit 


...@ MODERN LOW-COST SUR- 
GICAL UNIT for all minor and 
various major surgery. 


The Birtcher BLENDTOME is a surpris- 
ingly practical unit for office surgery. 
With this lightweight unit, you have a// 
the electrosurgical procedures of major 
units—electro excision, desiccation, ful- 
guration and coagulation. While not 
meant to be compared to a large hos- 
pital unit, the BLENDTOME has been 
successfully used in many TUR cases. 
Such facility indicates the brilliant per- 
formance of the BLENDTOME. 

ALL 4 BASIC SURGICAL CURRENTS 
1. Tube Generated Cutting Current. 

2. Spark-Gap Generated Coagulation Current. 
3. A controlled mixed blend of both above 

currents on selection. 

4. Mono-polar Oudin Desiccation-Fulguration 
Current. 




















% 








Never before has a surgical unit of 
such performance been offered at 
the low price of the Blendtome. 


Write “Blendtome Folder” on your 

rescription blank or clip your letter 
~ to this advertisement. Reprint of 
electrosurgical technic mailed free on 
request. Please indicate your specialty. 


THE BIRTCHER CORPORATION 
5087 Huntington Drive Los Angeles 32, Calif. 


Mini 
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To: Tne BIRTCHER Corp., Dept. 
5087 Huntington Dr., Los Angeles 32, Calif. 


Please send me, by return mail, free brochure 
on the portable Blendtome Electrosurgical Unit. 














ANNOUNCEMENTS 


CHICAGO MEDICAL SOCIETY. Annual Clinical 
Conference March 6, 7, 8, 9, 1951. Palmer House, Chi 
cago. 

POST GRADUATE UROLOGICAL SEMINAR. Hote] 
Adolphus, Dallas, Texas, January 29, 30, 3 
l and 2, 1951. South Central Branch. For further infor 


31, February 


mation write the chairman, 721 Medical Arts Buildiy 


Dallas, Texas. 


AMERICAN COLLEGE OF SURGEONS. First of a 
series of seven sectional meetings will be held n St, 
2° 


Louis January 22 and 23 with headquarters at the 
Hotel Statler. 


AMERICAN COLLEGE OF CHEST PHYSICIANS 
Postgraduate course in the Recent Advances in Diseases 
of the Chest sponsored by the Council on Postgraduate 
Medical Education will be held at Vanderbilt Universi 
ty School of Medicine, Nashville, Tennessee, January 


22-27. Tuition is $50.00. 


INTERNAL MEDICINE 
LECTURES TO RESUME 


Lectures in Internal Medicine by Robert M. Becker, 
M.D., will be resumed the week of January 15. 

Doctor Becker will give his fourth lecture in El Reno 
on Monday night, January 15, Duncan on Tuesday 
night, January 16, Lawton on Wednesday night, January 
17, Anadarko on Thursday night, January 18 and Chick 
asha on Friday night, January 19. 

Doctor Becker will continue lecturing each week in 
the respective towns until his series of 10 lectures has 
been completed the first week in March. 

The average attendance throughout the state has been 
excellent during the past 18 months. The majority of 
the physicians have taken advantage of this scientific 
rogram which has been made available to them through 


the financial assistance of The Commonwealth Fund of 
New York, the Oklahoma State Health Department and 
their own State Medical Association. 


ELECTROCARDIOGRAPHY 
COURSE OFFERED 


Postgraduate Course in ‘‘Fundamentals of Electro 
cardiography’’ will be held at The University of Okla 
homa, School of Medicine, Oklanoma City, Oklahoma, 
February 19 through 24. Doctor Robert Bayley, Pro 
fessor of Medicine, University of Oklahoma, School 
of Medicine, will conduet the course. The fee for the 
course will be $60.00. Information concerning regis- 
tration can be obtained from the OFFICE OF POST 
GRADUATE INSTRUCTION, UNIVERSITY OF 
OKLAHOMA, SCHOOL OF MEDICINE, 801 N. E. 
Sth Street, OKLAHOMA CITY, OKLAHOMA, 


CHICKASHA GROUP 
ENROLLS TOGETHER 


When the seventh circuit in the Internal Medicine 
Postgraduate Course opened November 27, seven Chick 
asha doctors at the Chickasha Hospital and Clinie had 
sent in their enrollment fees of $20.00. The Chickasha 
physicians represented the largest group ever to send 
in their enrollments at one time. They are: H. M. Me 
Clure, M.D., H. H. Macumber, M.D., 8. D. Revere, M.D., 
R. G. Stoll, M.D., A. W. Hoyt, M.D., B. C. Chatham, 
M.D., and R. D. Shelby, M.D. 
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CLASSIFIED ADS 


FOR SALE. 1 new MeKesson B.M.R. machine, 6 
hospital beds (Hill-rom and Simmons), 6 mattresses 
slightly used), dressers, bedside tables, floor lamps, 
one operating table and pad, 1 Castle Autoclave 24’’ x 
36°", gas heated, perfect working order, 1 set of hot 
water tanks 5 gal. with distiller (Castle) gas heated, 
assortment of surgical instruments, all new, 1 large 
instrument sterilizer, gas heated. Write Key X, care 
of the Journal. 


FOR SALE: Office equipment and instruments includ 
ing tonsil instruments. Write Key R, care of the Journal. 


FOR SALE: One Brash Bumpus Urologic table in 
good condition. Write Key A, eare of the Jounral. 


FOR RENT: 201 E. Britton Ave., Britton, Oklahoma. 
Clinic building with large reception room, laboratory, 
three treatment rooms. Air conditioned. Good location. 
Write Key W, care of the Journal. 


FOR SALE: Office equipment. Would like for some 
young doctor to come and take my place and my office 
supplies. Would sell my equipment and turn over my 
practice to him. Write Key B, care of the Journal. 


FOR SALE: Equipment. M.}). within 50 miles Okla 
homa City, trade area 10,000, going to military duty. 
Complete oftice equipment for sale reasonable, including 
Hamilton walnut consultation suite, Hamilton steel exam 
ining suite, portable Aloe X-ray, 25 M.A., Li 


ment, and chrome plastic reception room furniture. 


b. equip 


Write Key S, care of the Journal. 


WANTED: Physician wanted for general work. No 
surgery. Salary and Percentage leading to a partner 
ship in large practice in Oklahoma City. To start im 
mediately. Write Key B, care of the Journal. 

WANTED: Physician to take my place in southern 
Oklahoma oilfield community so that I can retire. Write 
Key Z, care of the Journal. 


FOR SALE: At greatly reduced prices the following 
furniture, all in good condition: 1 desk, wooden with 
plate glass top, ] deck chair, l bookcase, t sections, 
wood, mahogany and mahogany veneer at $75.00 set; 

Simmons beds, 2 crank, walnut at $50.00 each; 
hedside cabinets with drop leaf attachment also walnut 
at $35.00 each; 1 Hamilton examining suite (table, cab 
inet, waste) at $75.00 set; 1 metal examining table and 


cabinet Aloe) at $40.00; 1 Mayo stand, enamel at 
$10.00; 1 large Burdett diathermy ($400.00 new) at 
$75.00; 1 Aloe Diathermy ($275.00 new) at $35.00; 


1 ultra violet light, mercury are, floor model at $35.00. 
Furniture must be disposed of immediately as the owner 
who has suffered a paralytic stroke must move. Write 


Key D, care of the Journal. 


STUDENT A.M.A. ORGANIZED 


Medical students at the University of Oklahoma School 
of Medicine were represented at the meeting December 
28 and 29 at A.M.A. headquarters in Chicago to draft 
a constitution for the Student American Medical Asso 
ciation by Rex Kenyon, senior medical student from 
Cleveland, Oklahoma. 

Delegates were present representing student bodies 
of all medical schools in the United States. The organi 
zation is to be a national association of medical stu 
dents and is to be affiliated with the A.M.A. Formation 
of such a student group was approved by the House of 
Delegates last June. Serving as temporary executive 
secretary is Walton Van Winkle, Jr., M.D., Chicago. 
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A BIG TIME-SAVER 
FOR EVERY DOCTOR 








This handy booklet for new 
mothers was “built to doctors’ 
orders”. It contains blank forms 
for filling in your instructions 
and formulas. 
It provides a permanent case-his- 
tory record. A memo will bring 
you a sample...or as many as you 
want for your daily practice... 
without obligation. 
Many doctors are prescribing 
“Daricraft Homogenized Evapo- 
rated Milk”. It is always uniform, 
safe, sterilized, easy to digest, and 
high in food value and minerals. 
Daricraft contains 400 U. S. P. 
units of Vitamin D per pint. 
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BOOK REVIEWS 


NEW AND UNOFFICIAL REMEDIES. 1950 Edition. 


Council on Pharmacology and Chemistry of the Amer- 


ican Medical Association. Chicago. 


The Council on Pharmacology and Chemistry of the 


American Medical Association has achieved a place of 


increasing importance in the field of medicine. The 


original purpose of the Council was to protect the med 
ical profession and public against deception anc ob 
jectionable advertising, and at the same time present 
unbiased findings concerning the status of different 
drugs. Each year different preparations in various 
classifications are reviewed to bring them up to date 
with current medical knowledge. The present edition 
upholds the precedent of former editions in being a 
valuable and informative adjunct to rational therapeu 
tics. Brief summaries of the tests and standards, ae 
tions and uses, dosage of acceptable preparations are 


given. 


The Council also works in close collaboration with 
the Food and Drug Administration, which is concerned 
primarily with adulteration or misbranding. It has no 
authority over advertising as such, The Council also 
works in close collaboration with the Federal Trade 
Commission, the United States Publie Health Service, 
American Pharmaceutical Association and the issuance 
of the United States Pharmacopoeia. 


Acceptable products are reviewed in the following 
fields: Agents used in allergy; Analgesics; Anesthetics; 
Local anti-infectives; Systemic anti-infectives; Anti 
spasmodic preparations; Astringents; Causties; Scleros 
ing agents; Autonomic drugs; Cardiovascular agents; 
Central nervous system stimulants; Contraceptives; Diag 
nostic aids; Diuretics; Gastrointestinal drugs; Hemat 
ics; Hormones and synthetic substitutes; Agents used 
in metabolic disorders; Oxytocics; Parenteral solutions; 
Pharmaceutical and therapeutic aids; Sedatives; Hyp 
notics; Serums and Vaccines; Unclassified therapeutic 
agents, and Vitamins.—Arthur A Hellbaum, Ph.D., M.D. 


IMMORTAL MAGYAR, Semmelweis, Conqueror of 
Childbed Fever. Frank G. Slaughter, M.D. Henry 


Schuman, New York. 1950. Price $3.50. 


In this attractive volume of slightly more than 200 
pages is to be found the fascinating story of Semmel- 
weis and his struggle in behalf of all expectant mothers 
of his generation and of potential mothers through the 
perpetual renewal of life for all time to come. Vividly 
it portrays his untiring efforts at the University of 
Vienna and later at the University of Budapest to dem- 
onstrate to his own satisfaction and to prove to the 
world the cause and prevention of childbed fever. It 
presents the life of an unstable personality possessed 
of genius yet subjected to the penalties of indecision 
and procrastination. 


In this account of Semmelweis’ life we find bene- 
ficient ambitions, creative capacity, untiring energy and 
lamentable suffering because of the jealousies, decep- 
tions and ulterior designs of associates and contempories. 
Also we see the annulling influences of ignorance and 
political intrigue. 


From the standpoint of medical history the story js 
of great interest. Semmelweis was teaching the danger 
of contamination rather than contagion and by using 
a chlorine wash for the hands before vaginal examina 
tion demonstrated the efficacy of the principles employed 


in antiseptic surgery 15 years before Pasteur discovered 


the bacterial causes of disease and before Lord Lister 
applied them in general surgery. The author has the 
happy faculty of making use of past and contemporary 
historical facts and circumstances for the illumination 


of his theme, thus giving the reader a clear picture of 
all who had anticipated this discovery and those who 
were working along the same line contemporarily 
whether known to Semmelweis or not. ; 


In addition the reader gets a good idea of what was 
going on at the University of Vienna in that remark 
able period covering the first half of the 19th century. 
Space permits reference to only a few of the great 
names running through the story. Among them are 
Skoda, Rokitanski, and Hebra of Vienna, Virchow in 
Germany, Routh, Webster Copeland and White in Great 
Britain and Oliver Wendell Holmes in America. The 
story is one of intolerance, misunderstanding, disap- 
pointment, persecution and death. It carries many good 
lessons for the physicians of today. 


Lewis J. Moorman, M.D. 


THE PHYSICIAN EXAMINES THE BIBLE. 


C. Raimer Smith, B.S., M.D., D.N.B. Philosophical Li- 
brary, New York, 1950, Price $4.25. 


Many books have been written about the Bible. Some 
of these have dealt with medical references in the Bible 
and have striven to reconcile our knowledge of medical 
science with the teachings of the Bible. Outstanding 
among the latter are Dr. Thomas Brown’s Religio Medici 
and Dr. W. W. Keens remarkable book entitled ‘‘I Be 


lieve in God and Evolution’’ 


Every physician should know his Bible. His practice 
if true to the finest medical traditions is more nearly 
related to the teachings of the Christ than that of any 
other profession, possibly wih the exception of the 
clergy. Every physician who writes for publication or 
makes public addresses whether for the profession or 
the layman should know what the Bible has to say 
about disease and health and the principles of medicine. 


In this very interesting volume of approximately 400 
pages the author succintly and clearly presents all the 
facts and references in the Old and New Testaments 
and the Apocrypha, with what appears to be an unbiased 
discussion of all controversial questions. Here is a great 
store of knowledge readily available, in pleasing format 
with a handy index an extensive medical concordance 
for the Apocrypha. 


In the past medicine and the Bible have had much 
in common. Today as we stand on the threshold of a 
strange new world it is wise to take with us the know 
ledge contained in the Book of Books and the philosophy 
of its teachings. This little book by C. Raimer Smith 
will serve as a good medical guide to the Bible. 


Lewis J. Moorman, M.D 
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Now PROOF... in an instant, Doctor, 
PHILIP MORRIS are LESS IRRITATING 


Just Make This Simple Test: 





... light up a 
Puitip Morris 
Take a puff—DON'T INHALE. Just 


s-l-o-w-l-y let the smoke come through 
your nose. Easy, isn't it? AND NOW 


... light up your present brand 
DON’T INHALE. Just take a puff and 
s-l-o-w-l-y let the smoke come through 
your nose. Notice that bite, that sting? 
Quite a difference from PHILIP MorRIs! 


YES, your own personal experience confirms the results of the clinical 


and laboratory tests.* With proof so conclusive, would it not be good practice to 


suggest PHILIP MORRIS to your patients who smoke? 


PHILIP MORRIS 


Philip Morris & Co., Ltd., Inc 
100 Park Avenue, New York 17, N. Y. 


Exp. Biol. and Med., 1934, 32, 241-245 


] ; N. Y 
cope, Feb. 1 | XLV, No. 2, 149-154 


State Journ. Med., Vol. 35, 6-1-35, N 


Laryngoscope, Jan. 1937, Vol. XLVI, No 


§$90.592 


»S-O0U 
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HAVE YOU HEARD? 


V. 1. Connell, M.D... Picher, has been awarded the 
coveted **Silver Beaver’? award by the Cherokee area 


Scout council for his outstanding service to boyhood. 


Rh. S. Srigley, M.D., Hollis, was guest speaker at the 
Gould Rotary Club recently. He spoke on Preventive 


Medicine and Most Common Killers of Man. 


Rk. DD. Turner, M.D. and Thelma Varian, M.D., both 
of Muskogee, were physician participants at the Mus 
kogee Council of the P-TA when ** Speech and Emo 


tional Defects of Our School Children’’ were diseussed. 


Varvin S. Terrell, M.D., formerly of Oklahoma City 


and Britton, has recently established offices in Buffalo. 


Paul Gallaher, M.D... Shawnee. explained the results 
of physical neglect at a meeting of the Shawnee Parent 


Teachers association. 


R. W. Lewis, M.D., and Mrs. Lewis, Granite, spent 


several days in Vernal, Utah recently. 


T. Paul Haney, M.D., Tulsa, spoke on **What is 
YOUR Health Program?’’ at a meeting of the Tulsa 
Business and Professional Women’s Club, Ine. Other 
speakers were David V. Hudson, M.D. and Margaret 


Iludson, M.D. 


1. Ray Wiley, M.D., Tulsa, visited 18 Central and 
South American countries the past two months. 


Victor W. Pryor, M.D., Holdenviile, visited in St. 
Louis and Dexter, Ohio recently. He attended the 
Southern Medical in St. Louis. 


John Edwards, M.D., formerly of Okmulgee, has 
moved to Los Alamos, New Mexico where he is chief of 
the pediatric staff at the hospital connected with the 


atomic energy research project. 


W. W. Cotton, M.D., Poteau, recently attended a post 
‘graduate course in gynecology at the Cook County Grad 
uate School of Medicine in Chicago. 


Jim Haddock, M.D., Norman, attended the Assembly 
of the International College of Surgeons at Cleveland, 
Ohio and was inducted as Associate Fellow at the con 
vocation held Friday, November 3. He was accompanied 


by Mrs. Haddock. 


Joe L. Duer, M.D., Woodward, was recent elected 
president of tht Kiwanis elub there. 


Lewis J. Voorman, VD.., Oklahoma ¢ ity, \ = guest 
speaker at the annual meeting of the American Collegg 
Health Association’s southwestern section at the Uy 


versity of Texas the latter part of November 


L. 1. Turle u, VD... Oklahoma ¢ ity, dean eme tus 
the University of Oklahoma School of Medicine was 
ducted into the Oklahoma Hall of Fame Noy 

Kklizabeth Chamberlain, WV... Bartlesville, diss issed 
socialized medicine for the Delphian Alumnae of Bart 


lesville recently. 


W. A. Hyde, MD., Durant, discussed progress 
medicine in the past DU vears at a meeting of the D 


ant Fortnightly club. 


George kK. Stephens, WD... Ada, is now a dy ty 


the American Board of Pediatrics 


W. F. LaFon, M.D.. Alva, spoke on SoC 
icine at the Modern Mothers elub of that cit 


1 A Welker, M.D. Wewoks. recently received 
eratulations from his friends for his successft nting 
trip near Casper, Wyoming 

John E. McDonald, M.D., Tulsa, spoke on socialized 
medicine at a Miami Junior Chamber of Commerce 


meeting recently. 


Ethel Walker, M.D., Ardmore, was guest speaker 


the Madill American Legion meeting several weeks ago. 


F. W. Taylor, M.D., formerly of Duncan, has accepted 


an appointment as resident in urology at the Wichita 


Falls, Texas, elinie. 


Gifford fienry, VD. Tulsa, addressed = the Rotary 
club of that city recently on the atom. 


John F. Simon, M.D., Alva, recently attended a post- 
graduate course in traumatic surgery at the Harvar 


University hospital, Boston. 


( E. Northeutt, M.D., Ponea City, was principal 
res 


speaker at the capping ceremonies for student 
at Ponea City’s St. Mary’s hospital. 





216 S. Market 


FRED R. COZART 
R.F.D. No. 3 
Afton, Oklahoma 
Phone 807F11 





Phone 3-3562 
SALES AND SERVICE 


GEO. A. SMITH 
1812 Baldwin 
Lawton, Oklahoma Phone 72-2915 

Phone 351M 


MID-WEST SURGICAL SUPPLY CO., INC. 


Wichita, Kansas 


N. W. COZART 
215 E. Douglas 
Midwest City, Oklahoma 


“Soliciting The Medical Profession Exclusively” 
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MANY women see but do not identify the first 
disturbing signs of the menopause, and 
therefore reach their physicians’ consulting 
rooms in double trouble—with anxiety 
superimposed upon the original symptoms. 

At such times, especially, the physician needs 
an estrogenic product of recognized uniformity 
and potency—one which, like dorestro 
Estrogenic Substances, has proved its reliability 
through long compliance with the highest 
scientific standards, plus widespread clinical use. 

When storm warnings are out and 
prompt action is indicated, dorestro will 
meet your requirements fully. 

Dorestro Estrogenic Substances are pack- 
aged to provide ample choice of po- 
tencies in both oil and aqueous media. 


dorestro 


ESTROGENIC SUBSTANCES (Water Insoluble) 








Lat a 


THE SMITH-DORSEY COMPANY 
LINCOLN, NEBRASKA 
DALLAS + LOS ANGELES 


Manufacturers of 


FINE PHARMACEUTICALS SINCE 1908 





ANNUAL CLINICAL CONFERENCE 


CHICAGO MEDICAL SOCIETY 


MARCH 6, 7, 8, 9, 1951 - - - - - Palmer House, Chicago 


A Conference planned to keep physicians abreast of the new things which are developed 
from year to year. 

Special feature of the 1951 Conference — DAILY 
PERIODS from 11:00 to 12:00 noon and 1:30 to 3:00 P. M. 
Local Anesthesia 


TEACHING DEMONSTRATION 


Demonstrations will cover: 


Amputations and Protheses 
Patients Treated with ACTH and Cortisone 


Dermatologic Clinic Fluid and Electrolytic Balance in Surgery 


O izati , , 
Saeiahediad — wont Use and Misuse of Obstetrical Forceps 
Sterility Tests Common Problems in X-ray Interpretations 


Speech Without Larynx 
Proper Application of Casts and Splints in 
Fractures 
Thirty-four outstanding teachers and speakers will present half-hour lectures on subjects 
of interest to both general practitioner and specialist. 
Four PANELS on timely topics. 
Scientific exhibits worthy of real study and helpful and time-saving technical exhibits. 
The CHICAGO MEDICAL SOCIETY ANNUAL CLINICAL CONFERENCE should 
be a MUST on the calendar of every physician. Plan now to attend and make your reserva- 
tion at the Palmer House. 


Laboratory Tests (Diabetes, Proper use of In- 
sulin, Prothrombin Tests) 
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THAT MORE 


The Oklahoma Medical 
Research Foundation is 


That Worx Way 


4 . 
t CC m—ONGE? 





now underway, thus bring 
ing to reality an_ idea 
which was first nurtured 
? and pushed by the late 
Doctor Tom Lowery. 

Doctor Edward C. Reif 
enstein, Jr. arrived early in November to assume the 
office of Director of the Research Institute and Hos 
pital. He is now busily engaged in the task of securing 
additional top-flight scientific personnel and making 
plans for the broad scientific program of the Founda 
tion. 

Citizens of Oklahoma visited the Foundation during 
its official opening from 1 until 6 o'clock, the afternoon 
of Sunday, December 17. Members of the Medical Pro 
fession were invited to meet Doctor and Mrs. Reife 
stein and other members of the Scientific Staff, and in 
spect the building from 9:00 a.m. until noon of that 
day. Arrangements were made to provide adequate park 
ing and traffic conrtol so that visitors could go through 
the building within 30 minutes. 

Visitors saw the svstem of tunnels which connects the 
University Hospital, the Foundation and the Research 
Hospital; a Radio Isotope Laboratory, the Administra 


tive Section and the General Laboratorv area, where 


MAY KNOW 


several projects are already underway. 


v, 195] 








‘We were glad that the professional peopk Okla 
homa who took the lead in creating this Institut came 
to Oklahoma City on December 17 to see what has bee 
done as a result of their interest and support Hug] 
G. Payne, General Manager said. 

RESEARCH HOSPITAL 

Construction on the 22 bed Research Hospit s] 
ceeding according to schedule with the foundat laid 
and wall sidings and roof up. 

The 14 room hospital is expected to be completed early 
this summer and Foundation officials hope that the hos 
pital ean be in operation by early fall. 

Built by a grant from the National Heart Na 
tional Cancer Institutes, the hospital will be tegral 
part of the research program of the Foundat 

PROGRESS REPORT 

Doctors of Medicine $ 823,155. 

Dentists 1435,798.4 

Pharmacists 132.530.00 

Med. Serv Soc, 5,000.0 

Nurses 53,071.15 

Technologists 5,565.43 

General 1,412,107.0 

Total Bo 5790227 .62 

DRINK 
bela 
TRADE MARK REG 
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“In addition to the relief of hot 
flashes and other undesirable 
symptoms (of the climacteric), 
a feeling of well-being or tonic ef- 
fect was frequently noted” after 


administration of “Premarin? 


Harding, F. E.: West. J. Surg. Obst. 
& Gynec. 52:31 (Jan.) 1944 


“It (‘Premarin’) gives to the pa- 
tient a feeling of well-being” 


Glass, S. J., and Rosenblum, G.: 
J. Clin. Endocrinol. 3:95 (Feb.) 1943 


the clinicians’ evidence 
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“All patients (53) described a 

sense of well-being” following 
“Premarin” therapy for meno- 
pausal symptoms. 


Neustaedter, T.: Am. J. Obst. & 
Gynec. 46:530 (Oct.) 1943. 


“General tonic effects were note- 
worthy and the greatest percent- 
age of patients who expressed 


clear-cut preferences for any 
999 


drug designated ‘Premarin: 


Perloff, W. H.: Am. J. Obst. & 
Gynec. 58:684 (Oct.) 1949, 


Four potencies of “Premarin” 
permit flexibility of dosage: 2.5 
mg., 1.25 mg., 0.625 mg., and 
0.3 mg. tablets; also in liquid 
form, 0.625 mg. in each 4 cc. (1 
teaspoonful). 


of the “plus” in 


“Premarin” contains estrone sul- 
fate plus the sulfates of equilin, 
equilenin, §-estradiol, and 
§-dihydroequilenin. Other q- and 
B-estrogenic ‘‘diols’’ are also 
present in varying amounts as 
water-soluble conjugates. 


Ayerst, McKenna & Harrison Limited 
22 East 40th Street, New York 16, N. Y. 





PREMARIN sn 


Estrogenic Substances (water-soluble) 
also known as Conjugated Estrogens (equine) 
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MEDICAL ABSTRACTS 


BILATERAL THORACOLUMBAR SYMPATHECTOMY 
FOR HYPERTENSION. — Thorpe. J. J.. Welch, W. J.. 
and Poindexter, C. A. Dept. Med., Post-Grad. Med. 
School, N. Y. Univ., N. Y. C., N. Y.. Am. J. Med. 
9:500, Oct. 1950. 

In 500 cases of essential hypertension subjected to 
bilateral thoracolumbar sympathectomy, excellent: results 
were noted in ¥.8 per cent, good in 17.2 per cent, fan 
in 20.2 per cent, poor in 11.8 per cent, unknown in %.S 
per cent and 22.2 per cent were known to be dead at 
the time of the follow-up. The authors consider the 
following as contraindications to sympathectomy: in 
tractable congestive failure, renal insufficiency with 
BUN exceeding 20 mg. per cent; mental confusion, a 
history of myocardial infarction or cerebro-vaseular ac 
cident less than six months before operation and a his 
tory of any serious psychiatric disturbance. 


Robert M. Becker, M.D. 


EFFECTS OF KEMPNER RICE DIET IN ESSENTIAL 
HYPERTENSION. — WATKIN. D. M., Froeb, H. F.. 
Hatch, F. T., Gutman, A. B., Goldwater Mem. Hosp. 
and Columbia U. Col. Phys. and Surg., N. Y. C.. 
N. Y. Am. Jour. Med. 9:441, October, 1950. 

Fifty patients with advanced hypertension studied 
under superbly controlled conditions were given the un 
modified rice diet for a period of 10.5 weeks which fol 
lowed a stabilization period of about 10 weeks. Results 
of the diet were excellent and compared well with the 
impressive results reported originally by Kempner. 
Modification of the diet or addition of salt was usually 
accompanied by an appreciable rise in pressure. 


Robert M. Becker, M.D. 


TREATMENT OF BRONCHIAL ASTHMA WITH ACTH. 
— McCombs, R. P., Cleroux, A. P., and Rosenberg. 
I. N.. New Eng. Med. Center, 30 Bennet St., Boston, 
Mass. Bull. New Eng. Med. Center 12:187, October, 
1950. 

Twenty-three patients with severe bronchial asthma 
which was refractory to usual forms of therapy were 
treated with adrenocortocotropic hormone’ which was 
prepared by Astwood. (This particular preparation of 
ACTH is about twice as potent as the Armour prep 
aration so the dosage of 10-40 mgm given three to six 
times daily represents about half the dosage one would 
use with the Armour preparation). Usually a definite 
therapeutic effect was noted by the authors with doses 
of 45-60 mgm daily. Intramuscular injections were pain 
ful so the subcutaneous route was used. The hormone 
was withdrawn gradually because abrupt cessation of 
therapy was sometimes followed — by severe relapse. 
Average duration of therapy was about two weeks. Side 


effects of moderate dependent edema was seen fre 


quently but was well controlled on a low salt regime 
with occasional use of Hg diuretics; definite psychologic 
uplift was noted and some patients showed slight flush 
ing and rounding of face as seen in Cushing's Sy 
drome; moderate reduction of serum potassium was seer 
frequently in patients treated for more than two weeks, 


so were given three to four Gm, KCI daily orally; hyper 
tension Was seen only once, Results all patients ex 
cept one were completely relieved of their asthma and 


did not require further medication during the treatment 
period, Relief was noted usually within four to five 
days, a few continued to have symptoms for up to 
10-12 days. Duration of relief varied from a few days 
to four months. All patients followed for more than 
two months suffered relapses. Some patients were treat 
ed with smaller doses (maintenance therapy over a 
period of several months and were free of asthma dw 
ing that time. Minimal toxie reactions were noted but 
the patients were very carefully followed. Whether or not 
asthma will recur after the longer course of therapy 
could not be determined. The authors point out that 
treatment of asthma with corticotrophin will probably 
he reserved for patients whose attacks are so severe that 
hospitalization is imperative, especially when the disease 
proves refractory to other forms of therapy. 


Robert M. Becker, M.D 


EFFECTS OF TERRAMYCIN ON THE BACTERIAL 
FLORA OF THE BOWEL IN MAN. — DiCaprio, J. M., 
and Rantz, L. A., Dept. Med. Stanford Univ. School 
Med. San Francisco, Calif. Arch. Int. Med., 86:649, 
November, 1950. 


The authors report that with doses of 750 mgm every 
six hours (3.0 Gms. per day) of terramycin that the 
aerobie bacteria of the bowel were greatly diminished 
or eliminated entirely within 48 hours after starting 
the drug by mouth. Bacterial studies were done with 
the stools of seven patients, most of them with ulcerative 
bowel lesions. Development of resistance to the drug 
Was apparently not encountered. In preparation for 
bowel surgery or in inflammatory intestinal conditions 
where lowering of the bacterial population of the bowel 
would be helpful, the authors felt that the use of terra 


mycin **appeared unexcelled’’. 


Kkd.—Similar claims have been made for sulfasuxi 
dine, sulfathalidine, streptomycin and  aureomycin. 
\ureomycin and terramycin will probably prove to be 
superior especially since development of resistance by 
the organisms to these drugs is distinctly less than to 
sulfa derivatives and streptomycin. In any ease, the 
normal flora can expect to return within 24-48 hours afte 
discontinuance. Robert M. Becker, M.D. 





Fe. Worth Abilene 





Terrell’s Laboratories 


North Texas and Oklahoma Pasteur Institutes 
PATHOLOGICAL BACTERIOLOGICAL SEROLOGICAL CHEMICAL 
Muskogee 


X-RAY and RADIUM DEPT. 


FORT WORTH 


Amarillo Corpus Christi 











Janui 








1951 


ime 
logie 
lush 
SvVI 
seen 
eeks. 
per 
| ex 
and 
nent 
five 
» to 
lays 
than 
eat 
rea 
dur 
but 
not 
apy 
that 
ibly 
that 


‘ase 


L.D. 








January, 1951 


JOURNAL OF THE OKLAHOMA STATE MEDICAL ASSOCIATION 





No C 
No Te 
No In 


Grace 


A Disability 
Life Income Program 


for Eligible Members 





of your State 


Professional Group 


Lifetime Protection 
for both 
Sickness & Accidents 


A SILENT PARTNER . . . Continental’s Companion Policies 


ACCIDENT AND CONFINING SICKNESS 

Pays $ 400 Monthly Benefits first 2 years ($200 Ist mo.) and 

$ 300 Monthly Benefits thereafter for Life 
Pays $ 600 Additional Monthly Benefits 

First 3 Months for Hospital Disability 

Pays $ 7,500 Accidental Deoth Benefits, $12,500 Double Indemnity 
Pays $10,000 Loss of Hands, Feet or Eyes $15,000 Double Indemn ty or 

$ 5,000 Cash, & $400 monthly first 2 years, $300 monthly thereafter 


Adiusted benefits for disabilities occurring after age 6( 


SPECIAL FEATURES 


ancelaltion Clause,—Standard Provision 16 Non Pro-Rating Standard Provision 17 

srminating Age Standard Provision 20 Non-Assessable No Contingent Liability 

crease in Premium Once Policy is !ssued Non-Aggregate Previous Claims Paid 
Period 15 Days do not limit Company Liability 


Unusually Complete Protection 


Pays Monthly Benefits from Ist Day to Life 
Pays Benefits for both Sickness and Accident 


Pays Lifetime 
Pays Regular 
Pays Benefits 
Pays eBnefits 


Benefits for Time or Specific Losses 
Benefits for Commercial Air Travel 
for Non-Disabling Injuries 
for Non-Confining Sickness 


Pays Benefits for Septic Infections 

Pays Whether or not Disability is Immediate 

Waives Premiums for Total Permanent Disability 

Renewal is quaranteed to individual active members, except for 
non-payment of premoum, so long ah the plan cintinuves in effect 
for the members of your designated organization 


+ + + + + + 





a. Y ~ A be ‘N y rear ‘ a 
CONTINENTAL CASUALTY COMPANY 
PROFESSIONAL DEPARTMENT, INTERMEDIATE DIVISION 
30 EAST ADAMS STREET—SUITE 1100—CHICAGO 3, ILLINOIS 





Also Attractive Name 
Health With 
Lifetime Accident 





. 
Policy I.P.-1327 Address 
For Ages 59 to 75 
Age 

















NOTICE: Only Companion Policies GP-1309 and IP-1308 pay the above benefits. 
st . IMPORTANT — Permit no agent to substitute — IMPORTANT 
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MEDICAL SOCIETIES AROUND THE STATE 


Beckham-Custer 
Members of the Custer and Beckham County Medical 
Societies met recently at the Sayre Country Club. Harry 
Daniels, M.D., and S. N. Stone, M.D., both of Oklahoma 
City, presented the program which was on peptic ulcer. 


Alfalfa-Woods 


When the members of the Woods and Alfalfa Counties 
met recently for election of county medical society offi 
cers, O. E, Templin, M.D., was named president-elect. 
Other officers are John Simon, M.D., vice-president; W. 
F. LaFon, M.D., secretary-treasurer; and Kenneth L. 
Peacher, M.D., Waynoka, was previously elected presi- 
dent. 


Fourteenth Councilor District 


Ralph A. MeGill, M.D., O.S.M.A. President, presented 
a life certificate to L. H. MeConnell, M.D., Altus, and a 
charter to the Jackson County Medical Society at the 
Fourteenth Councilor District meeting in Altus recently. 
A joint dinner meeting of the Society and Auxiliary 
was held at the Hobart Counrty Club. Following the 
dinner, the Auxiliary adjourned to the home of Dr. 
and Mrs. J. W. Finch for a book review and a scien 
tific paper on Intravenous Urograms was presented to 
the doctors by Doctor Ragan, urologist from Wichita 
Falls, Texas. Doctor MeGill also brought those present 
at the well attended meeting up to date on the activities 
of the executive office in connection with the military 
situation. 


POSTGRADUATE COURSES 


PHYSICAL MEDICINE AND  REHABILITA- 
TION — 3 days, February 19-21 


INTERNAL MEDICINE, including Psychiatry 
and Dermatology — 4 days, March 19-22 


OPHTHALMOLOGY AND OTOLARYNGOL- 
OGY — 5 days, April 16-20 





REFRESHER COURSE IN NURSING — 3 days, 
April 11-13 
A program for nurses in all branches of the 
profession 
*t* © 6 &.» 


Each of These Courses Will Be Presented By 
An Outstanding Group of Guest Instructors in 
Addition to Members of the University Faculty. 





Address requests for program announcement 
and information to: 


Extension Program in Medicine 


UNIVERSITY OF KANSAS 
SCHOOL OF MEDICINE 


KANSAS CITY 12, KANSAS 














Grady County 
Cleve Beller, M.D., of the University of Oklahoma 
School of Medicine was guest speaker on atomic dis 
aster burns and radiation at a combination meeting of 
the Caddo-Grady County Medical Society recently held 


in Chickasha. 


Tulsa County 

A special program devoted to the problems of re 
habilitation of handicapped individuals was presented 
by the Tulsa County Medical Society Nov. 13. Speakers 
were Francis E, Dill, M.D., Oklahoma City internist, 
and Moorman P. Prosser, M.D., psychiatrist, also from 
Oklahoma City. At the Nov. 27 program Maurice P. 
Capehart, M.D., Tulsa, spoke on **Cranio-Cerebral In 
juries’’. A three day postgraduate course in cardiology 


was also held in Tulsa during November. 


Oklahoma County 
Oklahoma County Medical Society regular monthly 
meeting and buffet supper was held November 2S at the 
Oklahoma Club. 


Pottawatomie County 
‘Mesenteric Cysts’’ was the title of the program 
presented for the Pottawatomie County Medical Society 
November 15. J. M. Carson, M.D., was program chair 
man and E, E. Rice, M.D., led the discussion. 


ACCIDENT * HOSPITAL ° SICKNESS 


INSURANCE 


For Physicians, Surgeons, Dentists Exclusively 





PHYSICIANS 








$5,000.00 accidental death $8.00 
$25.00 weekly indemnity, accident and sickness Quarterly 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, accident and sickness Quarterly 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, accident and sickness Quarterly 
$20,000.00 accidental death $32.00 


$100.00 weekly indemnity, accident and sickness Quarterly 
Cost has never exceeded amounts shown. 

ALSO HOSPITAL POLICIES FOR MEMBERS, WIVES AND 
CHILDREN AT SMALL ADDITIONAL COST 





85¢ out of each $1.00 gross income used for 
members’ benefit 





$3,700,000.00 $16,000,000.00 


INVESTED ASSETS PAID FOR CLAIMS 


$200,000.00 deposited with State of Nebraska for protection 
of our members. 


Disability need not be incurred in line of duty—benefits from 
the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 
PHYSICIANS HEALTH ASSOCIATION 


48 years under the same management 
400 FIRST NATIONAL BANK BUILDING - OMAHA 2, NEBRASKA 
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MEET OUR CONTRIBUTORS 


Curtis IT. Tyrone, M.D., New Orleans, wrote ** Current 
Misconceptions in Conservative Pelvic Surgery’’ in this 
issue of the Journal. Doctor Tyrone, a guest speaker at 
the Annual Meeting in 1950, is a graduate of Tulane 
University in 1925. Specializing in gynecology, he has 
been certified by that board. He is a member of the 
American College of Surgeons, Southern Surgical As 
soclation, Souther Medical New Orleans 
Gyn. and Obs. Society. 

Francis M. Duffy, M.D. M.A. FACS. FACS., 
Enid, wrote the paper on Petie Ulcer appearing in the 
Duffs was 


(Association, 


January issue. Doctor graduated from 


Creighton University in 1923 and specializes in surgery 
although he does not limit his practice to surgery. 
He is a member of the Southern Medical Association, 
Fellow of tht American College of Surgeons, and Fel 
low of the International College of Surgeons. He is a 
Diplomate of the International College of Surgeons 
John S. Bousloag, M.D., Denver, Colorado, another ar 
nual meeting guest sptaker in 1950, wrote **Some Pit 
falls in the Diagnosis and Treatment of Carcinoma of 
the Cervix’’, Doctor Bouslog was graduated from the 
University of Colorado in 1916 and limits his practice to 
his specialty, radiology. A past president of the Colo 
rado State Medical Society, he has also held several 
oming to 


Colorado fron Loe 


other offices in his medical society. Before 
Denver, he practiced at Boulder, 
to 1918S. He has been certified by the American Board 
ot Radiology and is 

the Radiological Society 


member and president-elect 


North America, Chairmar 


Board of Chancellors of the American College of Radiol 
wry mia member { he America Radium S ety 
(mer Roent R Ss ety i Ameri Colleg 
{ Chest Physi s 





CREDIT SERVICE 


330 American National Building 
Oklahoma City, Oklahoma 


(Operators of Medical-Dental Credit 
Bureau) 


* 


We offer a dignified and effective collection 
service for doctors and hospitals located any- 


where in the State. Write for information. 


* 


30 YEARS 


Experience In Credit 
and Collection Work 


Robt. R. Sesline, Owner and Manager 


OBITUARIES 


JOHN A. RECK, M.D. 
1867-1950 

John A, Reck, M.D., one of Oklahoma City’s pioneer 
doctors, died November 19 following an illness of severg 
months. 

Appointed governmental physician for the Creek |] 
dians in 1895 Doctor Reck came to Indian Territop, 
from Missouri. In IS9S he came to Oklahoma City ¢ 
establish a private practice. He was graduated , 
Marion Sims College of Medicine in St. Louis in 189 

Doctor Reck was a member of the Men's Dinner elnh 
and the First Presbyterian church of Oklahoma City 


D. M. GORDON, M.D. 
1901-1950 


M.D., Ponea City physiciar 


ID. M. Gordon, 
vears and a native of Canada, died October 30, 195 

Doctor Gordon was graduated from the University 
of Toronto, Ontario, Canada in 1927. He served ip the 
army 43 months as a lheutenant colonel and tw 
of that time was spent China. His specialty was 


ternal medicine. 


P. H. ANDERSON, M.D. 
1879-1950 


P. Il. Anderson, M.D... a retired pioneer A 


physician, died in Missouri November 12, 195 
Doctor Anderson moved fron Anadarko aft s 
tirement in 1947, He was born March 11, IS79 F 
view, Seout county, Virginia and came to A 
1907, He served during World War IL at tl 
station at Dallas, Texas 
\ 1904 eoraduate St. I = | versity S 
M ne, he was il t ) 
State Medien \=s t 





The 
BROWN SCHOOL 


For Exceptional Children 


Four distinct units. Tiny Tots through the 
Teens. Ranch for older boys. Special atten- 
tion given to educational and emotional dif- 
ficulties. Speech, Music, Arts and Crafts. A 
staff of 12 teachers. Full time Psychologist 
Under the daily supervision of a Certified 
Psychiatrist. Registered Nurses. Private 
swimming pool, fireproof building. View 
book. Approved by State Division of Spe- 


cial Education. 


BERT P. BROWN, Director 
PAUL L. WHITE, M.D., F.A.P.A., 


Medical Director 
P. O. Box 4008, Austin, Texas 
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